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Though caudal anesthesia is a subject that is 
being generously considered in current medical 
literature, it may prove valuable to report the 
results obtained in a series of 114 cases of opera- 
tive surgery. These cases are from my own 
practice, operated on in my office and at the fol- 
lowing hospitals in the Dominican Republic: La 
Humantaria, La Vega, Evangelical, Santo Do- 
mingo City. 

Caudal anesthesia must be distinguished from 
spinal anesthesia. It is extradural and does not 
carry with it the grave risks of the latter. It is 
accomplished with a single injection into the 
sacral canal through the sacral hiatus. Its use 
may be extended by the addition of infiltration 
and parasacral anesthesia. In herniotomy and 
suprapubic operations on the bladder and pros- 
tate, it usually is necessary to employ some infil- 
tration of the skin. Operations on the perineum 
and external genitalia may be done painlessly 
with the single injection into the sacral canal. 
The small percentage of failures may be further 
reduced by injecting through the four upper 
sacral foramina. 

Cathelein was the pioneer of the method and 
in 1900 used it successfully in operations on the 
perineum and in obstetrics. Lowen, in 1910, 
established it as a practical means of producing 
anesthesia. Since then the literature has re- 
ceived numerous contributions from all parts of 
the world. 

As Mummey states : The restricted use is due 
to the comparatively few men who are apt in 
tendencies are very 


technique. Conservative 


prominent among the various causes which re- 
tard the introduction and use of a little 


All ranks of the American public are 


used 
method. 
entirely convinced and accept the fact that they 
must be ‘put to sleep’ before any surgical major 
operation of any importance can be executed. 
On the other hand, the Mayos claim that 80% 
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of the general surgery can be done utider local 
anesthesia.” 

This series consists of 114 consecutive cases 
operated upon with 11 failures. All cases where 
it was necessary to add general or local anes- 
thesia were considered failures. The percentage 
of failures was about 10%. It is generally agreed 
that the failures are due to improper prepara- 
tion, faulty technique, the amount of anesthesia 
used, starting operation too early after injection 
of anesthetic, and employing the method in those 
conditions of operative surgery that are illogical 
for its use. With these principles in mind the 
following routine was established : 

Preparation: Patients for operation at 8 :00 
are given a light supper and no breakfast. 
m. and 


a. mi. 
A cleansing enema is ordered for 6:00 p., 
Morphine sulphate subcutaneous in- 
If patient 


6:00 a.m. 
jection grain 1% is given at 7:00 a. m. 
is of nervous type, hvosine hydrobromide grains 
1/150 is added to the morphine. 


hesitation in- giving more morphine if it is indi- 


There is no 


cated. 

Technique: For the anesthetic a 1% solution 
of procaine is used, to which is added about five 
drops of 1/1000 of adrenaline solution to each 
100° ¢.c, 
with a long spinal needle fitted with a stylet. 
Since about thirty minutes are required for the 
be given before 
patient is taken from his room. With the patient 
lving on his stomach and a pillow under his hips, 


his is injected into the sacral canal 


injection to take effect, it may 


the sacral hiatus is located by passing the left 
forefinger along the midline of the back to the 
depression between the juncture of the coccyx 
spinus 


sacrum and the fourth sacral 


of this depression, the 


with the 
process. In the center 
skin is anesthetized by raising a wheal, through 
which the spinal needle, held at an angle of 20 
degrees, is forced through the sacrococcygeal 
membrane to the anterior wall of the canal. It 
is withdrawn slightly, the distal end depressed 
until its angle is about 40 degrees, where it then 
sasily enters the canal, usually for a distance of 


about two inches. The stylet is withdrawn and 
if there is no sign of spinal fluid or blood the 


The 


and de- 


solution of procaine is injected slowly. 


> 


quantity ranges between 30 and 100 c.c. 





pends on the amount of resistance encountered 
after the first 30.c.c._ A variable quantity of fluid 
is necessary because of the variation in the 
capacities of sacral canals. As a rule, success 
depends on one’s technic. The literature has 
already liberally discussed technic and I shall 
not go further into that subject. With a little 
experience one soon learns to judge when the 
needle enters the sacral canal and when enough 
fluid has been injected to fill its capacity. 

The anesthesia should be complete for the ex- 
ternal genitalia, perineum, anus, prostate, rectum, 
ischiorectal fossa, vagina, cervix, bladder and 
urethra. 

No reactions of importance were observed. 
Occasionally an increase in the pulse rate and 
labored breathing was complained of. These 
svmptoms cleared up without treatment. They 
were noticed soon after the injection was begun 
and, if the injection was delayed a few moments 


disappeared. 
LIST OF OPERATIONS. 
No. of 
Oper. Failures. 

1. Amputation Of cervix ..........5..: 1 : 
ee Cee er ee 14 0) 

3. Cystoscopic examinations for bladder 
and renal conditions.............. 30 0 
MI a. cari o och0 se ricates bw #5 Saas ges 3 1 
5. Excision for fistula in ano ........ 7 1 
6. Hemorroidectomy (C and C) ...... 24 7 
7. Herniotomy (inguinal) ............ 3 1 
S. Plastic repair urethra ............ 2 0 
9. Plastic vesicovaginal fistula ........ 1 0 

10. Plastic old complete laceration peri- 
rire sc ieers oa geo yaw a a 0.08 1 0 
11. Prostatectomy (perineal) ........... 1 0 
12. GEPIGHNFE BAUS «0.00 esc ccc scec ec viees 1 0 
13. Suprapubic cystotomy .............. 2 1 
14. Urethrotomy—(a) External ........ 7 0 
(b) Internal .......... 3 0 
(c) Internal-external.. 9 0 

15. Watkin’s interposition operation for 
PYOIRNECE WIEPUE. .......0.065 0000000 3 1 
| URES aero rn ot Res eee 114 11 


CONCLUSIONS. 
Caudal anesthesia is a safe and convenient 
anesthetic for office and hospital use. 
The method is simple and is not attended with 
serious complications. 
Supplementary general or local anesthesia is 
not contraindicated in cases of failure. 

Its field of use may be greatly increased by 
supplementary local and transsacral anesthesia. 
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DISCUSSION 

Dr. C. Panettiere, Miami Beach: 


“I 


So 


10. 


os 


[ am very glad to hear a discussion on sacral 
anesthesia. I believe it has a definite place in 
surgery, in cases where a general anesthetic is 
out of the question. I had occasion to use this 
a few days ago in a case where a supravaginal 
hysterectomy was done under sacral anesthesia. 
However, I prefer the use of 2% novocaine so- 
lution instead of the 19% suggested by Dr. Rob- 
inson. As far as the administration of adrenalin 
in conjunction with novocaine is concerned, | 
think that that also is a matter of choice. Vari- 
ous reports of this have been given ; some believe 
that adrenalin prolongs the period of anesthesia. 
I have not been able to detect any definite differ- 
ence. I would like to hear the question discussed 
further. 

Dr. C. D. Christ, Orlando: 

The Doctor didn’t make it very clear in his 
paper about the adrenalin. He said five drops 
of adrenalin but not how much of the solution. 
I think five drops of adrenalin to 100 c.c. of solu- 
tion is about the proportion that should be used. 
If vou give five drops of adrenalin with 30 or 
20 cc., you are liable to get some adrenalin 
effects. 

Dr. Maurice Heck, DeLand: 

It is not quite clear to me whether or not the 
Doctor limited the injection to the caudal fora- 
men or whether the lateral foramina are included 
as well, and if not the lateral, is this an advan- 
tage over the operation which includes the 
lateral foramina ? 

Dr. H. D. Van Schaick, Jacksonville: 


Caudal analgesiz has deservedly won a lasting 
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place in surgery. However, unless there is some 
very definite indication for its use, such as uro- 
logical work, cardiac or renal complications, etc., 
it should not supplant general anesthesia. 

After the patient has had a thorough medical 
and surgical study and has been seen preopera- 
tively by the trained anesthetist who selects the 
type of anesthesia for that particular case, | 
doubt the mortality, after excluding the above 
mentioned special indications, will be changed by 
a fraction of a per cent by the use of inhalation 
anesthetics. 

It is well known that the closer the central 
nervous system is approached by anesthetic in- 
jection, the more profoundly and frequently re- 
action occurs. It is most disconcerting to have 
a fall in blood pressure with the coincident de- 
moralizing and unusual sensations experienced 
by the patient which he makes known in no un- 
certain manner. These reactions happen during 
the injections for the most minor of surgical 
procedures. 

It has been shown that after injecting 35 c.c. 
of solution into the sacral canal, traces will be 
found as high as the mid-dorsal region. As 35 
c.c. of 1% or 2% solution is commonly used, | 
have of late used 15 to 18 c.c. of 8% novocaine. 
The use of the smaller amount gives good an- 
esthesia and fewer reactions. 

Dr. L. F. Robinson, Ft. Lauderdale, closing: 

I am certainly pleased to hear the liberal dis- 
cussion. My main idea was to emphasize the 
place caudal anesthesia has in surgery. 

Answering Dr. Christ, the rule is to give 4 
drops of adrenalin to 100 c.c. of solution. | 
must have omitted that in reading the paper. 

Dr. Heck. | refer to the single injection 
through the sacral hiatus. 

There is no doubt that the nervous condition 
of the patient will frequently cause a psychic 
failure and the more severe types of these pa- 
tients should not be selected for caudal anes- 
thesia. 


ROENTGENOLOGIC EXAMINATION OF 
THE UPPER ABDOMEN* 
FrepertcK K. Herren, M.D., 

West Palm Beach. 
Roentgenologic examination has become an 
essential part of a complete examination of 





*Read before the Fifty-fourth Annual Meeting, Florida 
Medical Association, West Palm Beach, April, 1927. 


many patients. In bone and joint injuries such 
examination has become routine. The informa- 
tion so obtained is valuable in diagnosis, is an 
aid in outlining correct treatment, and is a means 
of following the results of treatment. Few phy- 
sicians fail to recognize the value of roentgen- 
ologic examination in such cases. Likewise, 
largely because of the accumulated experience 
gained by thousands of chest examinations by 
the roentgen ray during and after the recent 
World War, a thorough chest examination in- 
cludes the use of the roentgen ray. 

This general appreciation of the value of 
roentgenologic examination in bone and joint 
conditions, and in the field of chest conditions, 
does not extend in the same degree to roentgen- 
ologic examination of the abdomen in the differ- 
ential diagnosis of abdominal pain. This lack of 
appreciation of the value of roentgenologic ex- 
amination of the abdomen is due, I believe, to 
lack of knowledge concerning its possibilities 
and limitations. Many of you are as familiar 
with this field as I am. I ask your patience if I 
repeat what you have heard many times, and 
have found out in your own experience. There 
are others here, however, to whom a general 
survey of this important field may be of some 
value in pointing out some of the possibilities and 
limitations in roentgenologic differential diag- 
nosis of conditions in the upper abdomen. 

Epigastric or upper abdominal distress or pain 
is acommon early symptom in many intraabdom- 
inal pathological conditions. It is also a symp- 
tom in some conditions located in the lower ab- 
domen, and in conditions outside the abdominal 
cavity. Referred pain or distress in the upper 
abdomen may be expected in most intraabdom- 
inal conditions. 

In an examination of the upper abdomen one 
must consider the diaphragms and subdiaphrag- 
matic spaces, the liver, gall-bladder and _ bile 
ducts, the spleen, the kidneys, the suprarenal 
glands, the pancreas, the stomach, duodenum 
and upper jejunum, the hepatic and splenic flex- 
ures of the colon, the transverse colon, at times 
the sigmoid colon, the omentum and mesentery, 
the retroperitoneal glands, the abdominal aorta, 
certain other blood vessels, and the abdominal 
wall. The field to be examined is, therefore. 
quite large. 

Several methods are employed in roentgen- 
ologic study of the upper abdomen. Roentgeno- 
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grams only may be made, either single or stereo- 
scopic. This is applicable in examinations of 
the liver, spleen, kidneys and diaphragms.” By 
this method one can demonstrate graphically the 
diaphragms, the size, outline and position of the 
liver, spleen and kidneys. A certain percentage 
of gall-bladder and renal and ureteral calculi can 
be shown by roentgenographic examination, but 
not all. It is usually necessary to employ, in 
addition to the film examination, roentgenoscopy 
or screen examination. 

For a complete roentgenologic examination of 
the gastrointestinal tract one must use some 
form of opaque meal which, introduced into the 
stomach, will fill and outline it and the tract 
beyond. Barium sulphate and buttermilk, or 
barium sulphate, malted milk and water, are 


quite commonly employed. 


Before I proceed to the discussion of what can 
be done with an opaque meal, may | discuss 
briefly the preliminary preparation of the patient. 
This is often neglected. The intestinal tract 
should be cleared by catharsis 36 to 48 hours 
prior to the beginning of the examination, so 
that peristalsis will have returned almost to nor- 
mal. If this time interval is not possible, a 
cleansing enema may be given prior to examina- 
tion. The stomach must be empty. This usually 
means a fasting interval of at last twelve hours. 

A combined fluoroscopic and film examination 
is absolutely essential in roentgenologic exam- 
ination of the gastrointestinal tract. If one por- 
tion of the examination must be omitted, it 
should certainly not be the fluoroscopic portion. 
A brief fluoroscopic survey of the chest, paying 
particular attention to the heart, the thoracic 
aorta, the diaphragms and costodiaphragmatic 
angles, the lungs, and the mediastinum, will 
often reveal interesting abnormalities and path- 
ological conditions directly bearing on the pa- 
tient’s condition. A limited diaphragmatic ex- 
cursion on the right side may direct attention to 
the subdiaphragmatic space, and to the liver, 
and it may be a valuable sign in the diagnosis 
of a retrocecal appendicitis. 

Observation of the oesophagus during the 
passage of the opaque meal will demonstrate 
points of abnormal narrowing, or filling defects, 
and may demonstrate a cardiaspasm. <A carci- 


noma of the lower oesophagus or the extreme 
upper end of the stomach may be easily missed 


if the passage of the opaque meal is not watched 
carefully. 

The manner of gastric filling by the opaque 
meal is important in the determination of stasis 
in the fasting stomach, of gastric tonus, and of 
certain spastic contractions of the gastric wall. 
The position, contour, mobility and _ peristalsis 
are determined, both in the upright and the 
prone positions. The relative position of the 
stomach will vary with the type of individual 
being examined. The tall, thin patient will have 
a low positioned, orthotonic or hypotonic stom- 
ach, fish-hook shaped. The short, heavy-set 
individual will usually have a relatively high- 
positioned stomach, orthotonic or hypertonic, 
steerhorn in shape. There are as many varia- 
tions in size, outline and position as there are 
types of patients. The diagnosis of ptosis should 
not be made on position alone, but on position, 
tonus, dilatation, stasis after the normal empty- 
ing period and the presence of subjective symp- 
toms. Perhaps nothing in roentgenologic diag- 
nosis has been more abused, and been the sub- 
ject of more adverse criticism, than the practice 
of diagnosing ptosis on low position of the 
stomach alone. 

The normal stomach has certain curves, inden- 
tations and waves which are entirely normal. 
One must be able to recognize a normal appear- 
ance when he sees it. To the untrained eve there 
is little difference between the normal stomach and 
pathologic one. One must have a background of 
experience to appreciate what one sees on a film 
or during the course of a fluoroscopic examina- 
tion. 

Tumors, ulcers and adhesions may give altera- 
tions in gastric outline, depending upon their 
location and extent. Some of these can be dem- 
onstrated on the film. Others cannot be so dem- 
onstrated, and their recognition must depend 
upon a careful fluoroscopic examination. It is in 
the latter group, not demonstrable by film ex- 
amination, that an accumulated experience and 
established technique in fluoroscopic examination 
counts so much. A film examination alone may 
be worse than useless. It may be actually mis- 
leading in its impression of negativity. 

Filling defects, to be diagnosed carcinoma, 
tumor of benign character, diverticulae, or ulcer, 
must be constantly present, interrupting peristal- 
sis, and causing alterations of size, peristalsis, 
tonicity and contour, depending on their location 
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and extent. Many gastric ulcers involve the pre- 
pyloric region or the pyloric itself, producing 
spasm of the pylorus and delay in gastric empty- 
ing, and later dilatation of the stomach. A five 
or six-hour examination, with a fasting interval 
following the ingestion of the opaque meal, is 
important in all stomach examinations. Perfora- 
tion of an ulcer into the lesser peritoneal cavity 
may be recognized by the presence of a gas bub- 
ble and a fluid level above the stomach, and dis- 
tinct from the shadow of the filled stomach. 
This is usually best recognized in the erect pos- 
ture. 

Contrary to our beliefs prior to the extensive 
use of the roentgen ray, duodenal ulcer is much 
more common than gastric ulcer. The typical 
history of duodenal ulcer may not be always 
present. In the duodenum the first portion, 
commonly called the cap or bulb, is the common 
site of ulcer. An irregularity of one side of the 
cap, with a spastic indentation on the opposing 
wall, persisting after saturation of the patient 
with belladonna (to relax smooth muscle spasm), 
gives one of the classic pictures in gastrointes- 
tinal roentgenology. Carcinoma of the duode- 
num is rare, and usually gives more extensive 
deformities and fixation by infiltration and ad- 
hesions. Jaundice should be a rather constant 
feature with duodenal malignancy. 

The pyloric end of the stomach, and the duode- 
num, may be limited in mobility on account of 
adhesions, secondary to ulcer or to gall-bladder 
disease, or following operations on the right 
upper quadrant. Here one obtains a filling de- 
fect which can frequently be eliminated by pres- 
sure of the gloved hand, proving the extrinsic 
character of the defect. Filling of the gall-blad- 
der by an opaque dye may be necessary to prove 
the role of the gall-bladder in the production of 
these adhesions. 

There are also abnormal veils and membranes 
in the right upper quadrant which may give 
deformities of the stomach, duodenum and _he- 
patic flexure region of the colon. These are 
probably anatomical abnormalities, though some 
may be due to chronic gall-bladder disease. 

In the prone or supine position one may occa- 
sionally note an unusually wide sweep of the 
descending duodenum, with displacement up- 
ward of the pyloric end of the stomach and the 
duodenal cap, a valuable diagnostic sign in car- 
cinoma and cysts of the head of the pancreas. 


Other less common conditions which must be 
kept in mind are diverticulae of the stomach and 
duodenum, benign gastric tumors, syphilis and 
tuberculosis of the stomach. Diverticulum must 
be differentiated from penetrating ulcer. Benign 
gastric tumors present filling defects by the en- 
croachment on the lumen. They present certain 
features whereby they may be reasonably accu- 
rately differentiated from malignant tumors. 
They are, however, often ulcerated and may give 
blood in the gastric test meal. They are often 
operable and removable. Inasmuch as syphilis 
of the stomach may produce extensive filling 
defects, it is advisable to make a Wassermann 
test for syphilis in every patient presenting ex- 
tensive gastric filling defects. Syphilis can sim- 
ulate many lesions. 

The examination of the gall-bladder by means 
of a special dye (sodium-tetra-iodo-phenol- 
phthalein), introduced only a short time ago, 
offers a valuable method of positively identifying 
many gall-bladders and is a valuable functional 
test of the contractility and emptying power of 
the gall-bladder, during fat digestion. This dye 
may be administered orally or intravenously. 
Where intravenous technique is excellent the 
latter method is more scientifically correct. The 
oral method, however, gives satisfactory results 
in the large majority of patients. Recently a 
preliminary report has been made of the use of a 
non-toxic dye, giving as good gall-bladder shad- 
ows as with the present dye, which can be given 
orally in solution. This would seem an ideal 
method of administration of the dye. A well- 
filled gall-bladder, smooth in contour, freely 
mobile, which empties within three to four hours 
after the ingestion of a meal rich in fats, is con- 
sidered probably normal. One that does not fill 
with the dye, either by oral or intravenous ad- 
ministration, is pathological or the cystic duct is 
occluded or obstructed. Deformities of the gall- 
bladder, due to adhesions, can be demonstrated 
in many instances. At times calculi, not other- 
wise demonstrable, may be shown on films taken 
after dye administration, the dye having coated 
the calculi, rendering them more opaque to the 
roentgen ray. 

In connection with gall-bladder examination 
I wish to stress the importance of at least a 
fluoroscopic examination of the barium filled 
stomach and duodenum, in conjunction with 
cholecystography. The frequency of associated 








gastric and duodenal ulcer, and adhesions to 
stomach and duodenum, should make this pro- 
cedure routine. 

Pain in the right upper quadrant may be atypi- 
cal. One may not demonstrate the pathology in 
the stomach, duodenum, pancreas or gall-blad- 
der. In such cases the possibility of a retrocecal 
appendicitis should be kept in mind. Incom- 
plete rotation and descent of the cecum and as- 
cending colon may place the appendix beneath 
the liver, or posterior to the ascending colon. 

One not infrequently notes evidence of irrita- 
tion of the right diaphragm, and possibly a 
small pleural effusion at the right base, in such 
cases. 

Lesions of the hepatic flexure, and splenic 
flexure of the colon may manifest themselves by 
upper abdominal pain. The opaque enema is 
necessary for their recognition and differentia- 
tion. Such lesions may be carcinomatous or 
tuberculous. 

A not infrequent but striking condition is 
found when the apex of a redundant, much en- 
larged sigmoid loop rises high into the upper 
abdomen, and may cause filling defects of stom- 
ach, duodenum, gall-bladder, cecum and ascend- 
ing colon by mechanical pressure. Here again 
the opaque enema is essential. 

Tumors of the upper pole of the kidney, and 
of the suprarenal glands, may give displace- 
ments of the filled gastrointestinal tract, the 
nature of such displacement and defect depend- 
ing upon the size and exact location of the tumor. 
Similarly enlarged retroperitoneal glands will 
give pressure defects, best detected in the films 
taken in the prone and supine positions. The 
epigastric distress seen with carcinoma of the 
prostate, or with certain tumors of the testicle, 
may be due to metastatic involvement of these 
glands. 

Mesenteric and omental cysts have been recog- 
nized by a roentgenologic examination, some- 
times demonstrable on films, at other times rec- 
ognized by their type of pressure effect on the 
filled viscus. 

It is well to remember that referred upper 
abdominal distress and pain are found with pel- 
vic disease, with renal diseases, with cancer of 
the colon, with colitis, with pulmonary and ab- 
dominal tuberculosis, tumors of the lower oeso- 
phagus, tumors of the mediastinal region and 


with cardiac disease. 
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The gastric crises of tabes dorsalis, erythemas, 
mucous colitis and abdominal angina are con- 
fusing and may simulate actual intraabdominal 
pathological conditions. 

Advanced osteoarthritis of the lumbar spine 
may give rise to severe pain. A preliminary flat 
film of the abdomen, in the supine position, prior 
to giving the opaque meal, will detect this con- 
dition. 

The teeth form an important part of the gas- 
trointestinal tract. Their examination would 
appear to be important as a part of a complete 
examination. Achylia gastrica, which may fol- 
low a chronic pyorrhea, can simulate many con- 
ditions which are of serious nature. Roentgen- 
ologic examination of the gastrointestinal tract 
will often be entirely negative in cases of achylia 
gastrica. A focal tooth infection, or a pyorrhea, 
may be the causative factor in this alteration of 
gastric acidity. 

Therefore, one may demonstrate, and locate 
accurately by roentgenologic examination man) 
pathologic conditions and abnormalities not 
otherwise demonstrable. A thorough and com- 
petent roentgenologic examination is a definite 
and valuable aid in correct and complete diag- 
nosis in intraabdominal pathologic conditions. 
The results of such an examination will often in 
large measure determine the treatment to be 
followed. 

A certain, not inconsiderable percentage of all 
patients examined roentgenologically tor abdom- 
inal distress or pain present no abnormal roent- 
gen signs. Referring physicians often feel, and 
tell the patient, that the examination tells them 
nothing because it is negative. May I say to you 
that a negative report from a competent roent- 
genologist usually represents more work on his 
part than a frankly positive report. Such a re- 
port should be a valuable piece of information. 
Its negativity should stimulate the referring 
physician to go more thoroughly into the his- 
tory, and recheck on his physical examination, 
to bring out possible additional facts and findings 
bearing upon the patient’s condition. I believe 
that this attitude on the part of a certain per- 
centage of referring physicians has been respon- 
sible for much of the pessimism in regard to the 
value of roentgenologic examination on the part 
of many laymen. 

Do not expect the impossible in diagnosis. 
Diagnoses based on insufficient evidence should 
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be severely criticized by you. John Locke said, 
“There is one unerring mark by which a man 
may know whether he is a lover of truth in 
earnest, viz., the not entertaining any proposition 
with greater assurance than the proofs it is built 
upon will warrant.” 

I plead with vou not to demand from your 
roentgenologist a diagnosis based upon facts 
which will not warrant such a finding. Recog- 
nize that roentgenologic examination has certain 
possibilities and certain not less well-defined lim- 
itations in every field of roentgen diagnosis. 
Read between the lines of a report and visualize 
to vourself some of the problems concerned with 
the rendition of that report. Give the roentgen- 
ologist your cooperation, so that he may benefit 
by your findings as vou expect to benefit by his. 
Your reference of a patient cannot be one-sided. 
Consultation means giving of information on 
your part as well as giving information gained 
by the roentgenologist in the course of his ex- 
amination. You must either cooperate fully with 
your consultant or lose the full benefit of such a 
consultation. We all strive for increased diag- 
nostic efficiency, for the results of our treatment 
will in large measure depend upon the certainty 
with which we make that diagnosis. I trust that 
this brief survey of this most important field 
will react to the benefit of the patient, the re- 
ferring physician and the roentgenologist. 

DISCUSSION 
Dr. G. Raap, Miami: 

A paper of this kind that stresses cooperation 
between the roentgenologist and the internist is 
always apropos. I believe that is one of the 
things that will make our work more pleasant 
for both of us, and we all find that as we are 
growing in experience along that kind of work, 
that that particular point is emphasized more 
strongly. 

I did not get in in time to hear all of the paper. 
but | know from the abstract what it contained, 
and we do not have to spend a great deal of time 
in talking about the possibilities which exist in 
that right upper quadrant. One thing I think 
we, as roentgenologists, rather hesitate to do is 
to send in a negative report because of the fact 
that we feel that the internist who sends the 
case to us expects something in the nature of 
positive findings. We feel as though we have 
overlooked something when we put in a negative 
report. But I believe we are becoming more 
accustomed to it. I have noticed in Miami, 


speaking on a subject you all can appreciate now, 
that since the time of the little “slump” in Miami, 
there are very many more cases of gastrointes- 
tinal disturbance showing up with no findings to 
account for them than ever before, and in a way 
I am glad that has happened, because it gives us 
an opportunity to give a negative report except 
for some functional disturbance, and when we 
get the patient off to one side and go into the 
questions of finances, in all probability the patient 
will tell you he has had a lot of worries and that 
will account for most anything. So, as I say, we 
are called upon to make negative diagnoses fre- 
quently. I believe we should be very careful in 
making a negative diagnosis, giving all of our 
findings so that they may be of as much aid as 
possible to the internist. 

In connection with the question of cholecys- 
titis, we still have a great deal to learn about the 
relation of other pathology in the upper gastro- 
intestinal tract to the secretion of this dye we are 
all so enthusiastic about. I believe there are a 
number of cases in which if the patient has some 
other upper gastrointestinal tract disturbance in 
addition to that of the gall-bladder, we do not 
get a correct reading, either with the oral or the 
intravenous method. | have tried both of them, 
the oral method being used most of the time. 

I have seen cases, for instance, of duodenal 
ulcer in which gall-bladder trouble was not sus- 
pected, and when found, the dye was given and 
the findings were very unsatisfactory in relation 
to the gall-bladder; it did not fill out right. | 
believe these other pathologies account for a 
good deal of this trouble in cholecystography. 
Dr. W. Mel. Shaw, Jacksonzille: 

] want to express my appreciation to Dr. Her- 
pel for this excellent paper, and to emphasize one 
point he brought out, and that is the fluoroscopic 
study of the chest preliminary to gastrointestinal 
work. It only takes a few minutes and very 
often helps out a great deal. Many basal pneu- 
monias, diaphragmatic changes such as hernia, 
adhesions, etc., and changes in the chest that are 
not suspected, will be picked up in this way. 

I want to recite one case which demonstrates 
this point very aptly. A young Irish boy, 21 
vears of age, perfectly healthy, one day after 
eating a hearty meal, walked upstairs and as he 
reached the top step, he fell in a heap and let out 
a yell. He had dyspnea and pain in the abdomen. 
He was given hot salt water by his mother and 
promptly vomited with no relief. The family 
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physician was called and diagnosed it acute in- 
digestion, gave a hypodermic and ordered ene- 
mas. The next day the patient was no better, 
still suffering pain in the abdomen. He received 
another hypodermic and more enemas. The third 
day another physician was called, who diagnosed 
the condition. ( Slides.) 

We examined him first the afternoon of the 
third day, and found, as vou see here (slide), a 
spontaneous pneumothorax of the right lung, 
practically complete. This is one of a stereo- 
scopic set. The heart shadow is in fairly normal! 
position. The interesting thing concerning him 
with the examination with the screen was that 
he had a to and fro swing of the heart. When 
he would breathe, his heart would swing like a 
clock pendulum. When the diaphragm elevated 
on one side, it dropped on the other, instead of 
rising and falling together. The diagnosis was 
immediately apparent by this big pocket of air 
in the right pleural cavity with the right lung 
collapsed. (Slides shown taken in various posi- 
tions.) In the stereoscopic pair, we thought we 
could make out a slight rent near the apex. 

Fourteen days later the second examination 
showed considerable inflation of the right lung 
(slide). 

The third examination twelve days later still 
showed improvement. The upper lobe is coming 
out fast and the lower is almost completely out, 
but we can still see the border of the lung tissue 
of the middle lobe. 

The fourth examination was one week later, 
and shows a practical return to the normal, but 
there is a small amount of air just above the 
right diaphragm. 

The fifth and last examination was two weeks 
later, and he had returned to normal. The heart 
shadow had come back to the right, and this film 
was made 46 days following his attack. Notice 
those lungs. They are normal from a tubercu- 
losis standpoint. 

Dr. F. K. Herpel, West Palm Beach, closing: 

I do not think there is anything further to 
cover. Dr. Shaw's report of a case is interest- 
ing because we frequently find, in hospitals deal- 
ing with a large number of tuberculous individ- 
uals, a sudden onset of upper abdominal pain 
and, on examination of the lung fields by the 
roentgen ray, find a spontaneous pneumothorax. 
A nontuberculous basilar type of pneumonia may 
give rise to the same symptoms. 


CONGENITAL AMYOTONIA—REPORT 
OF TWO CASES* 


C. C. Rupoten, M.D., 
St. Petersburg. 


This condition was first described by Oppen- 
heim in 1900. Since that time there have been 
approximately 200 cases reported in the litera- 
ture. 

The etiology of the condition is entirely un- 
known. It is apparently not generally familiar, 
although several authors have reported two or 
more cases in the same family. The disease is 
congenital, although in the majority of cases the 
fact that “all is not right” is not noticed until 
some time after birth. Sex apparently plays no 
part in the condition. 

Pathologically the lesions vary and the prob- 
ability is that no one pathological condition ac- 
counts for the whole picture. In some of the 
severe cases that have gone to necropsy reduc- 
tion in the size and number of the anterior horn 
cells and some loss of muscle fibers with hyper- 
trophy of others and replacement with lipoma- 
tous tissue, have been observed. Yet with the 
muscular and nerve changes it is not certain 
whether these are degenerative or dependent 
upon a failure of development. Holmes, in the 
American Journal of Diseases of Infants and 
Children, 1920, concludes in favor of retarded 
embryological development. Kraabe, Keerhardt 
and others believe there is no difference between 
this and the Werdnig Hoffman type of progres- 
sive muscular atrophy. 

Symptoms: These consist of remarkable flac- 
cidity and loss of power of the muscles, most 
marked in the extremities, but affecting all parts 
of the body. In contradistinction to the Werd- 
nig Hoffman syndrome, there is no progressive 
involvement of muscles and there is apparently 
no tendency for the involved groups to increase 
in loss of power. The muscular weakness may 
be so great that only movements of the fingers 
and toes can be made. In the severe cases the 
muscles of the trunk, neck and intercostals are 
involved and as a result the child does not sit or 
hold up the head and the breathing, especially 
the thoracic type, is frequently interfered with. 
Any movements possible are usually made slowly 
and with uncertainty. The child usually lies 


*Read before the meeting of the Pinellas County Med- 
ical Society, May 20, 1927. 
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quietly in whatever position he is placed. Sen- 
sation is not disturbed. Electrical contractility 
is diminished or absent but without reaction of 
degeneration. The sphincters are not involved. 
The tendon reflexes are markedly diminished 
and in severe cases absent entirely. The muscles 
do not appear atrophied though they are flaccid 
and soft. Intelligence is normal. 

Course and prognosis: These are not vet well 
determined though the prognosis seems to be in 
more or less direct relation to the severity of the 
loss of muscle tone. As far as observations in- 
dicate there 1s no tendency for the condition to 
become worse and in a number of cases a decided 
improvement has been seen, but no instance of 
recovery has been recorded. The mortality is 
rather high, death usually resulting from inter- 
current respiratory infections. 

Diagnosis: This rests upon the congenital 
origin, absence of progressive advance and the 
remarkable atony without atrophy. The Werd- 
nig Hoffman syndrome of progressive muscular 
atrophy is the main condition with which con- 
genital amyotonia may be confused. In the 
milder cases the question of advanced rickets 
may be confusing. 

Treatment: General upbuilding seems to be 
the main essential of therapy. Electricity, mas- 
sage, quartz light exposure and the use of thy- 
roid extract have been tried with poor success. 

Case 1. J. H. Age, 10 months. 

Present illness: The condition dates from 
birth. The first thing noted was that the child 
did not kick or move actively as a normal infant 
should. Until three or four months of age the 
child was unable to perform any voluntary move- 
inent except that of the fingers and toes. Since 
then she has been able to make some slight move- 
ment of the forearms. Although ten months of 
age, at present the infant is unable to sit alone 
or hold up the head. The nutritional condition 
has been poor, which probably has no direct 
bearing upon the present condition, inasmuch as 
she has never had food other than breast milk 
and apparently an insufficient amount of this. 
The mother has lately noticed some backward 
curvature of the spine. She is of the opinion 
that there has been some slight improvement 
recently. 

Birth history: Full term normal noninstru- 
mental delivery. First pregnancy. There is a 
vague history of cyanosis at birth. No convul- 


sions, no rash or snuffles. Took breast well at 
first attempt. The mother is not sure but thinks 
she felt the fetal movements during pregnancy. 

Past history: No previous illness except for 
several transitory upper respiratory infections. 

Family history: Father and mother living and 
well. No familial tuberculosis or lues. Mother 
states that father’s sister was afflicted with a 
similar condition and did not stand until three 
vears of age. Is living and well at present time. 

Physical examinations: Poorly developed and 
nourished white female infant who lies inactive 
on the examining table. Skin and mucous mem- 
branes somewhat pale and anemic. 

Head: Symmetrical. Posterior fontanel closed. 
Anterior open, admitting two fingers, no bulging. 
No craniotabes or prominent bosses. 

Neck: No masses. Decided head drop with 
no tendency toward contraction of the neck 
muscles. 

Eyes: Pupils are equal, symmetrical, normal 
in size and react to light. 

Ears: Drums and canais negative. 

Nose and throat: Negative. 

Mouth: Three teeth, first appeared at seven 
months. 

Nose and throat: Negative. 

Chest: The intercostal spaces are rather prom- 
inent. Marked flaring of the lower ribs. Some 
moderate beading of the ribs. Breathing is 
equal symmetrical and practically entirely ab- 
dominal in type. 

Lungs: Breathing is vesicular. Percussion 
is resonant. There are no rales. 

Heart: The borders are normal. The rate 
and rhythm are good. Sounds are clear without 
murmur. 

Abdomen: There is moderate protuberance of 
the abdomen. There are no palpable organs or 
masses. The tonus of the abdominal muscles 
seem to be better than that of any other group. 

Genitals: Negative. 

F.xtremities: Infant moves the forearms, 
hands and fingers slowly and with weakness. 
No movement of lower extremities except that 
of the toes. 

Musculature: The muscles everywhere are 
markedly flaccid and relaxed. There is hyper- 
mobility of the joints. There is apparently no 
atrophy, although on palpation they are soft and 
hard to distinguish from the subcutaneous tis- 
sues. The atonicity is most marked in the 
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muscles of the shoulder girdle, extremities and 
the neck. 

Reflexes: There are no pathological reflexes 
present. All tendon reflexes are abolished. 


Laboratory findings: Urinalysis negative. 
o > “ dD 


W.B.C., 8,000; R.B.C., 4,000,000. 
fused to allow blood to be taken for Wasser- 


Parents re- 


mann. 
Progress: Two weeks after the first exami- 
nation the infant contracted a bronchitis and two 
days later a broncho-pneumonia which lasted for 
two weeks, during which the temperature varied 
from 99 to 104.5, but the child finally recovered. 
At the present time the child is 19 months of age, 
weighs 22 pounds. She is able to move arms 
and legs weakly and can hold up the head for a 
short time. Is unable to sit alone, walk, ete.. 
and is still unable to adjust herself when placed 
in an awkward position. Is able to say “Mam- 
ma, “Papa” and a few other simple words. 
Treatment: This has been purely upbuilding 
in tvpe until the past two months during which 
she has been given electrical massage, which has 
apparently benefited the condition but little. 
Cow. fH. T. 


Present illness: 


Age, 3 months. 
Mother is rather vague about 
the activity of the infant during the first two 
weeks of life, at which time she first noticed 
that she did not move normally. Since then the 
child has made no voluntary movements except 
that of the fingers and toes. There has been no 
attempt to hold up the head. The ery from 
birth has been very weak. The chest was well 
formed at birth, but since then the contour has 
undergone a remarkable change. The nutrition 
has been poor though apparently well satisfied 
at the breast. 

Birth history: Full term, prolonged, nonin- 
First pregnancy. No 


Te rT rk 


strumental delivery. 
cyanosis, convulsions, rash or snuffles. 
the breast well at the first attempt. 
Feeding history: Dreast fed entirely but with 
no regularity. Weight gain has been slow. 


Father and well. 


Mother living but complains of general run- 


Family history: living 


down condition. No familial history of tuber- 


culosis, lues or of a corresponding condition in 


any member of either family. 


Physical examination: Poorly nourished in- 
active white female infant. 
Skin and mucous membranes are pale. 


Head: The head is symmetrical. Both fon- 


tanels are open, no bulging. No cranio tabes, 
Parietal bosses are prominent. No increase in 
size, 

Neck: No masses. There is marked loss of 
tone to the neck muscles, allowing the head to 
drop backward when child is held in horizontal 
position. 

Ives: Pupils are equal, symmetrical, normal 
in size and react well to light. 

Ears, nose and throat: Negative. 

Mouth: Negative. 

Chest: The chest is triangular in shape. There 
is marked anterior angulation with the base of 
the triangle formed by the back. There is marked 
Haring of the lower ribs. Slight beading of the 
ribs. 

Percus- 


Lungs: The breathing is vesicular. 


sion is resonant. There are no rales. 

Heart: The borders are difficult to define on 
account of the deformity of the chest. Sounds 
are clear without murmur. Rate is rapid. 
Abdomen: The liver is enlarged. The spleen 


is net palpable. There are no masses. The 


abdomen is very protuberant. The muscle tone 
is poor but seems to be better than that of any 
of the other groups. There is no tenderness or 
rigidity. The breathing is practically entirely 
abdominal. 
Genitals: Negative. 
Kxtremities: Moves only the fingers and toes. 
Musculature: All muscles seem soft and flab- 
by and lacking in tone. The extremities, inter- 
costals, shoulder girdle and neck muscles seem 
most actively involved and the abdominals th« 
least. There is hypermobility of the joints. 
Reflexes: There are no pathological reflexes. 
The tendon reflexes are everywhere abolished. 
Sensation seems everywhere normal. 
reaction 


Laboratory findings: Wassermann 


negative. Urinalysis negative. 
Progress: There was at no time any improve- 
ment. Two months after the first observation 
the child contracted an acute upper respiratory 
infection, the next day a broncho pneumonia, and 


died the following day. Necropsy not permitted. 
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TREATMENT OF INOPERABLE RECTAL 
CANCER BY THE EXTRACTION OF 
HEAT WITH CARBON DIOXIDE 
SNOW* 

Jack Harton, M.D., 

Sarasota. 

Quoting Dr. E. J. Clemons of the Proctologic 
Department of The Los Angeles General Hos- 
pital, who originated the application of carbon 
dioxide snow for the treatment of anal stric- 

ture and cancer of the rectum, as follows: 

“Cancer claims one in twelve of the human 
race, and of every thirty lethal cancers, there 
is one that projects into the rectum. While it 
should be, an easy matter to diagnose such a 
condition, over fifty per cent of those that suffer 
from rectal cancers are inoperable when first 
seen by the proctologist. It is, therefore, a great 
source of pleasure to present, for your consid- 
eration, the fact that heat can be extracted from 
the rectal structure by the use of carbon dioxide 
snow as a palliative measure which, in a number 
of typical advanced and seemingly hopeless 
cases, has given prolonged relief with appar- 
ently a clinical cure.” 

Consider the fact that in all cases of cancer 
of the rectum the prognosis is, to say the least, 
a very serious one, and no cheer could be given 
to the patient, outside of the statement that a 
colostomy, and perhaps a rectal resection, was 
the only method of probable relief, and that only 
temporary. Up to the time of Dr. Clemons’ use 
of the carbon dioxide snow treatment, operation 
was all that could be offered the sufferer from 
rectal cancer, and we are compelled to admit 
that only a grave prognosis could be made. 

It was my pleasure and privilege last year, 
while in attendance at the annual meeting of 
the American Proctologic Society at Indian- 
apolis, to see Dr. Clemons treat several cases of 
anal stricture by the application of carbon diox- 
ide snow, and I was very much impressed by 
his work and demonstration of his method of 
treatment. After the meeting in Indianapolis | 
ran down to Louisville, Kentucky, with Dr. 
Granville Hanes, and assisted him in using the 
same method of treatment on two cases of inop- 
erable cancer of the rectum, the results of which 
were nothing short of marvelous, so much so, 
that I could hardly believe such results were 
I have been kept informed of the 


“ead before the DeSoto-Hardee-Highlands County 
Medical Society, Wauchula, June 14, 1927. 


progress of these cases by Dr. Hanes, and the 
lasting results of the method are still in evidence. 

I should like to have the time to go into the 
history and treatment of these particular cases, 
but time forbids, therefore I shall confine myself 
to a case report of adeno carcinoma in a lady 
sixty-two years of age, to whom I was called 
in consultation at the Sarasota Hospital by her 
attending physician. 

The history of this case ran as follows: The 
doctor was called to the home of this patient 
and found her confined to her bed. She was 
running a high temperature and pulse, and 
showing symptoms of a general toxemia. She 
stated that she had been suffering from hemor- 
rhoids and bloody discharges from the rectum 
for a year or more; that she had not passed a 
solid, or formed stool for over eight or nine 
months, and that for the past three months 
nothing had passed from the rectum but a 
bloody, jelly-like fluid full of mucous. She was 
removed to the hospital where I saw her in 
consultation about ten days after her admittance. 
Rectal irrigation had been attempted, but gave 
no relief. X-ray pictures were taken which 
showed a shadow in the region of the mouth 
of the sigmoid extending for some distance into 
the rectum. The case was charted as under 
observation and no diagnosis was made. 

Upon proctoscopic examination I found a 
soft flaccid anal opening, and an intense proc- 
titis of the whole of the rectal canal, up as far 
as the second valve of Houston, beyond which 


Inflation 


would not pass. 


the proctoscope 
through a Tuttle sigmoidoscope was then at- 
tempted, but with negative result. A large 
papilomatous mass, bathed in blood, pus, and 
mucous, filled the rectal canal, and was abso- 
lutely impenetrable, even by the smallest rectal 
catheter, or probe. I made a tentative diagnosis 
of carcinoma, and a biopsy was done and speci- 
mens sent to the laboratories at Jacksonville and 
Atlanta. Both laboratories returned their find- 
ings as adeno-carcinoma. 

Upon receipt of the laboratory findings I ad- 
vised the treatment of this case by the carbon 
dioxide snow method. 

The patient was prepared in the usual way 
and treatment with the carbon dioxide snow 
started on Saturday night and continued for 
about two hours. Patient was put back to bed 
and spent a quiet, restful night, the first, by the 
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way, since her admission, without the use of 
opiates. Sunday morning, at eleven o'clock, I 
found her resting very comfortably. Tempera- 
ture had dropped about three points, and the 
pulse was stronger. Monday morning a serous 
exudate was pouring from the anus. This grad- 
ually diminished, and abated about the fourth 
day. On the third day after the first applica- 
tion of the snow treatment, the patient passed a 
well-formed stool in four pieces, each piece about 
two inches long, and as large in diameter as 
one’s little finger. This was foliowed by about 
one pint of soft fecal matter mixed with blood 
and mucous. Temperature became normal, and 
from this time on patient had one or two stools 
a day, each day showing an improvement in the 
size, form, and consistency. On the fifth day 
the patient was allowed to get up and move 
around ; and she left the hospital six days from 
the time of her first treatment, feeling, to use 
her own term, “very fit and comfortable.” On 
the seventh day a sigmoidoscopic examination 
was made. The proctitis was rapidly clearing 
up, the rectal mucous membrane from the anus 
to the previous point of obstruction was assum- 
ing a normal appearance, the sigmoidoscope 
passing easily to the mouth of the sigmoid. 
Another two-hour treatment was given on this 
day, and the patient left the following morning 
by motor for her home in St. Petersburg, with 
orders to report for examination ten days from 
date. 

She presented herself at my office ten days 
later, having driven from St. Petersburg. She 
had gained five pounds in weight, and was look- 
ing well. Sie stated that she had been doing 
her own housework, and had never felt better 
in her life. Proctoscopic examination showed 
the ampula filled with well-formed feces, which, 
on being washed away by irrigation, revealed a 
fairly healthy condition of the mucous mem- 
brane of the rectal canal, which was well open, 
right to the mouth of the sigmoid. She stated 
that she was having one or two well-formed 
stools each day, and that, outside of a little 
blood, and a few shreds of mucous, they looked 
perfectly normal. 

She has reported at my office every two or 
three weeks for observation, driving from and 
to St. Petersburg, seemingly without undue 
fatigue. No cathartics or laxatives of any kind 
have been used in the treatment of this case, 


with the exception of a little mineral oil per 
mouth each night. Rectal enemata of normal 
salt solution, two quarts, is practiced daily, fol- 
lowed by rectal injection of one ounce of two 
per cent mercurochrome. 

She came to my office two weeks ago, and 
objected to coming again, for the reason that 
she felt so well, and was so regular that she 
needed no further treatment. 

This has been my experience with five cases 
of adeno-carcinoma, and five or six cases of 
rectal stricture, and I have come to the conclu- 
sion that I shall never again do an internal or 
external proctotomy for the relief of anal stric- 
ture and shall hesitate a long time ere I do a 
colostomy or rectal resection in these old car- 
cinoma cases. 

Quoting Dr. Clemons again, on the effects of 
this treatment: “The first application rapidly 
causes the cancerous mass to become soft and 
boggy. A sero-sanguineous exudate appears 
within twenty-four hours, diminishing each day, 
practically disappearing about the fourth or fifth. 
There is no apparent reaction following second 
treatment, as is observed after the first. Growth 
gradually hardens, until in about six weeks it 
is reduced over two-thirds in size. Succeeding 
treatment, likewise, effects alternate softening 
and shrinking of the tumor, so that, after six 
months period, which should include three 
courses of two applications of the snow, one 
week apart, followed by an observation period 
of six weeks, there is only a resemblance of the 
tumor remaining. From now on single courses 
of heat extraction, of one hour, every six weeks, 
hold the growth in abeyance. Thus, by per- 
sistently disturbing the metabolism of the cancer 
at stated intervals, the object attained, is that 
of subjecting the growth without interfering 
with the individual ; the fact really being that the 
general health of the patient actually improves. 
Although nature has provided for the protection 
of normal tissues against thermic changes in 
different parts of the body, rapidly multiplying 
malignant cells have no way to overcome the 
effects of loss of heat, quickly abstracted ; hence, 
while there are means for normal structures to 
hastily regain their former physical states, there 
are no provisions for cancer to recuperate like- 
wise.” 

I will now demonstrate the method of appli- 
cation, and the production of carbon dioxide 
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snow for this treatment, explaining as I pro- 
gress, the niceties of the technique. 

I present to you this form of treatment as a 
means for fulfilling the Golden Rule of the prac- 
tice of the Healing Art, namely to relieve human 
suffering in a pleasant, safe, and quick manner. 
The procedure is not incapacitating. It does 
away with operative procedure. It is painless. 
There are no untoward effects; and, especially 
in anal stricture, there is no recurrence; in fact 
the stricture becomes more and more pliable as 
time goes on, owing to the passing of bowel 


contents. 





VINCENT’S ANGINA—REPORT OF A 
CASE 


J. A. Mease, Jr., M. D., 
Dunedin. 


Vincent’s Angina was described by H. Vincent 
in 1898 and since then much time has been de- 
voted to its study. This malady is not considered 
with alarm as it apparently yields readily to treat- 
ment of various types. The fusiform bacillus and 
spirillum occur normally in the body in great 
numbers about the teeth, in the crypts of tonsils 
and in the adenoids.' It also is found around the 
labia in the female. 

Many types of treatment have been recom- 
mended by as many different authors; chief 
among which are salvarsan locally and intraven- 
ously, 5% solution of chromic acid, silver nitrate 
solution, Fowler’s mercurochrome, 
wine of ipecac, trichloracetic acid, tincture of 
iodine, sodium perborate in solution and paste, 
potassium permanganate, tricresol, zinc per- 
manganate locally and tartar emetic intraven- 
ously. The type of treatment in the following 
case was decided upon because the infection was 
thought to be general as well as local. The 
patient had a kidney lesion so salvarsan and mer- 
curochrome intravenously were ruled out in 
favor of tartar emetic, which was thought to be 
less irritating ; therefore the patient was given 
tartar emetic intravenously and a tricresol mouth 


solution, 


wash locally.” 
REPORT OF CASE 
Mrs. W. H. R., white female, age 52, was first 
seen February 9, 1927. Her chief complaints 
were “stomach trouble and headache.”” Mother 
and one sister died of pulmonary tuberculosis. 
Father had cancer of stomach, but met death ac- 


cidentally. Patient had a skin cancer removed 


successfully 20 years previously. She had had 
the usual childhood diseases, pneumonia in 1922 
and a bloody diarrhea lasting 3 weeks in 1924. 
No operations except the extraction of the lower 
right sixth tooth years previously. She had been 
married for 28 years, husband and 5 healthy 
children all living, no miscarriages and an un- 
eventful menopause 6 years ago. 

Her present illness was sharp pains and dull 
aches in the upper right quadrant of the abdomen 
and headache accompanied by occasional dysp- 
nea. Pain in the abdomen was transmitted to the 
right shoulder. Occasionally a swelling in the 
gall bladder region accompanied with fever but 
no jaundice occurred. She could eat crisply 
fried breakfast bacon without distress, but other 
fats, sweets, cake and sweet potatoes caused 
gastric pain with nausea, but no vomiting. Stoop- 
ing and turning caused pain over the gall blad- 
der. Dull occipital headaches were constantly 
present, but were worse in the morning. She had 
gradually been getting worse and losing weight 
for the past two years and felt badly all the time. 

PHYSICAL EXAMINATION 

Temperature, 98.6; pulse, 80; respiration, 18; 
blood pressure, 190/120; weight, 137 pounds. 
Her breath was very foul. Heavy deposits of 
calculus were on all teeth, especially the upper 
molars and bicuspids and inside of the lower 
anteriors. All teeth were badly snuff stained and 
the upper right 4th and 5th and upper left 4th, 
5th, 6th and 7th were loose. The tooth attach- 
ment (peridental membrane), on the 6 above 
mentioned teeth had been absorbed from pus 
caused by irritation from calculus. The upper 
left cuspid was broken off even with the gums, 
which were not highly inflamed, but conges- 
tion was marked around the gingave. There 
was neither sloughing of tissue nor ulceration 
present to show trench mouth. The gums upon 
pressure caused pus to well up between the gums 
and teeth. 

The first heart sound was diminished and 
distant and the second was accentuated. Lungs 
were negative. There was tenderness over the 
gall bladder, but no rigidity. The uterus dis- 
placed backward. 

LABORATORY FINDINGS 

Hemoglobin, 59% (Dare); W. B. C., 6,900; 
R. B. C., 2,444,000 ; Differential ; Polymorphon- 
uclears, 74; Lymphocytes, 23; Mononuclears, 2; 
Eosinophils, 1. Urine, clear, straw, alkaline, sp. 
gr., 1,008 neg. sugar, trace of albumin, epithelial 
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cells and 2 plus pus. Jaundice index 7. 
Wassermann negative. 

She was given sodium benzoate and sodium 
salicylate and sent to the dentist to have her 
teeth extracted. 

On February 12th, Dr. Russel McLean, under 
novocain anesthesia, extracted two teeth, the 
upper right five and four as these were the 
worst. Gums healed satisfactorily. 

February 15th, extracted upper left four and 


Blood 


five. Gums healed all right. 

February 19th, extracted upper left six, seven 
and eight. Gums healed all right. 

‘February 23rd, extracted upper right seven 
and eight. The patient was getting along nicely 
and said she felt much better already. 

February 26th, extracted lower right four, 
five and seven. The 6th had previously been ex- 
tracted years before. Bleeding was free follow- 
ing each extraction and the gums healed satisfac- 
torily. The last 3 teeth extracted had been done 
under a nerve bloc. The patient left the dental 
office, feeling all right. 

The next morning, February 27th, however, 
her right jaw began to pain and ache and she 
was unable to open her mouth very wide. This 
pain continued until March 3rd when she re- 
turned to the dentist for relief. Her gums looked 
all right but the motion of the mandible was 
restricted, so the dentist forcibly opened her 
mouth which caused her rather severe suffering. 
Her pain was unilateral, being confined to the 
right jaw. She was given a mild antiseptic mouth 
wash and codein for the pain. 

She went home, but the pain did not cease and 
her jaws remained almost locked. March 7th her 
physical examination was about the same as 
before except her blood pressure was 160/80, 
probably because she had been in bed for three 
Her temperature was 98.6, pulse 80 and 
respiration 18. The gums where the teeth had 
been extracted looked all right. March 8th, her 
condition was the same except the pain was 
more severe. March 9th, her right jaw in the 
region of the parotid gland began to swell and 
was more firmly locked so that only liquids could 
be administered. Her temperature had gone to 
100, pulse 100 and blood pressure 110/70, a fall 


days. 


First heart sound was 


of 80 mm. of mercury. 
inaudible and the second could just be heard. 
Digitalis therapy was begun. A white spot had 
appeared on the upper right gum margin where 
the teeth had been extracted February 23rd. An- 


other was seen on the lower right gum margin. 
The throat could not be satisfactorily examined 
due to the stiffness of the jaw. Smears and cul- 
tures were taken from the white spots on the 
gums. The smear looked like a pure culture of 
Vincent's organism with the spirilla predominat- 
ing. The culture was negative for diphtheria. The 
hemoglobin was 55, W. B. C., 13.350; R. B. C., 
3,064,000. The urine contained albumin and 
pus. 3 cc. of 1% tartar emetic was given 


intravenously preceded by 742 gr. caffeine 


sodio-benzoate intramuscularly. No reaction 
occurred, 

The following day, March 10th, her general 
condition seemed better although hyaline casts 
and blood appeared in the urine. Her jaw con- 
tinued to swell and her mouth could scarcely be 
opened. Her systolic pressure rose to 130 and 
heart sounds improved. She said she felt better. 

March 11th, she seemed better although the 
infection in the mouth was spreading some but 
had not gotten over to the left side and she was 
spitting and swallowing small pieces of mem- 
brane. Her jaw was swollen more and was very 
hard but not hot or red. Her temperature from 
now on varied from 99 to 103 and was of the 
septic type. Her urine still showed some blood. 

March 12th, the pus and blood in the urine 
had almost disappeared. Her blood pressure was 
150/90. The swelling in the jaw had begun to 
extend into the neck. The infection in the 
mouth had not spread any further. She was 
given 5 c.c. of tartar emetic intravenously. 

March 13th. Patient felt better and rested 
better and seemed improved generally. Her jaw 
had begun to soften. She was still spitting out 
membrane which seemed easier to get out. Blood 
pressure was 140/90. 

March 14th. There was definite fluctuation 
in the jaw. Under novocain anesthesia Dr. L. B. 
Dickerson opened it from the outside. About 2 
ounces of very foul smelling thin white pus, 
were 


accompanied by several gas bubbles, 


evacuated. % dram of 2% mercurochrome 
solution was instilled into the cavity and a 
gauze drain inserted. Two hours later the 
abscess ruptured on the inside of the mouth near 
the angle of the jaw and about two more ounces 
of pus escaped through the mouth. A smear 
from the pus showed what appeared to be a pure 
culture of fusiform bacilli with a rare spirillum. 
Culture on Loeffler’s media resulted in a pure 


culture of short chain streptococci. The pain 
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was somewhat relieved. The alubumin had 
cleared from the urine although there was still 
a trace of blood and one plus pus. 

March 15th. The patient felt better and could 
open her mouth wider. The swelling had begun 
to subside. Blood pressure was 140/90. The 
infection had covered her entire mouth, the 
mucus membrane, tongue and lips being coated 
white. 

March 16th, 10 a. m. 
improved. She talked more cheerfully, and could 


Patient seemed much 


open her mouth wider than before. [aemoglobin 
58%; W. B. C., 7,200; R. B. C., 3,468,000 ; 
polymorphonuclears, 73; lymphocytes, 23; 
mononuclears, 1; eosinophils, 1; neutrophilic 
myelocytes, 2. Urine: 
negative sugar, negative albumin, one plus pus, 
trace blood and occasional hyaline cast. Blood 
pressure was 120/70. 5 c.c. of tartar emetic was 


cloudy, amber, acid, 


again given intravenously. The odor was still 

very foul, requiring a deodorizer in the room. 

At 1.50 p. m., while she was being propped up 

in bed, washing out her mouth, she dropped 

back dead. Death being due to cardiac failure. 
CONCLUSIONS. 

1. Not enough stress is placed in the medical 
and dental schools on the relation of these two 
professions and on their mutual problems. 

2. All patients with infected gums and teeth, 
whether or not there is ulceration or sloughing 
present, should have a smear made for Vincent's 
infection and the infection, if present, cleared 
up before any teeth are extracted or other opera- 
tive measures instituted. 

3. It is probable that many physicians, when 
examining a patient’s mouth and noting badly 
cared for teeth and foul breath, dismiss said 
patient by telling him to have his teeth ex- 
tracted, which may, as in the above case, result 
in the death of the patient, if Vincent’s infec- 
tion be present and not cleared up beforehand. 

1. It is interesting to note that the Vincent's 
organism in the mouth had spirilla predomina- 
tion, in the abcess the fusiform bacilli with gas 
formation while culture on 
Loeffler’s media resulted in a short chain strep- 
It may be that Vincent's organism may 


predominating, 


tococcl. 
have several developmental stages. including the 
streptococci rather than the accepted two stage 
development. 

5. It is also interesting to note that the albumin 
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in the urine cleared up after tartar emetic injec- 


tions. 
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THE INTRAVENOUS TREATMENT OF 
MALARIA WITH QUININE 
N. L. SpENGLER, M.D., 
Tampa. 

Much has been written, and by many eminent 
men, of the treatment of malaria, but little has 
heen said about the intravenous use of quinine 
in this disease except that it is a dangerous 
method and should be employed only as a last 
resort, or when all other methods have failed. 

During a period of 17 years in a highly in- 
fected section of Georgia many symptoms have 
presented themselves that are not to be found 
in the texts that I have studied. 

| refer to the chronic form of malaria, with 
such symptoms as rheumatism, loss of appetite, 
gastric disturbances, a general malaise, pain in 
almost any part of the body and in many dif- 
ferent forms, such as headache, neuralgia, 
symptoms of bursitis of almost any of the joints, 
tender spots in and around the joints, a creep- 
ing. crawling sensation in the head, often de- 
scribed as if wood lice were crawling through 
the brain. Pain in the back and shoulders and 
muscular soreness. 
most 


It is often ‘true that these are the 


prominent symptoms and you will find with 
these symptoms a vacant stare, apathy, mental 
dullness, thickened appearance of the skin, diz- 
ziness and sometimes blindness after stooping, 
a brownish discoloration of the orbital conjunc- 
tive, and a dried-out condition of the flesh of 
the body, and muscular weakness. The urine is 
highly colored, of a high specific gravity and 
diminished in quantity. It is after these symp- 
toms have existed for sometime that suddenly 
and without warning the pink discoloration of 
the urine which passes often unnoticed by the 
patient, appears, and in about ten hours there is 
bloody urine, nausea, vomiting of a greenish 
black vomit, high temperature, rapid pulse, rest- 
lessness, delirium, rolling of the head from side 
to side, also a rolling from side to side of bed, 
extreme jaundice and patient is kept on bed with 


difficulty. 
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In a few hours there is a suppression of urine, 
increase in the temperature and pulse rate as well 
as all other symptoms, rapidly followed by death. 
It also appears that these cases occur in groups 
in certain localities and during the months of 
July and August; however, they may occur at 
any season of the year. The hemorrhagic type 
is not limited to any age except that it does not 
appear in children under five years. 

In the female the same symptoms prevail as 
in the male except that they often suffer from 
profuse and continued metrorrhagia, for which 
they seek surgical aid without relief, unless they 
have a hysterectomy. 

For many years an attempt was made to treat 
these different symptoms as definite disease en- 
tities as they would appear in different groups 
but little result was obtained. 

In 1915 a few cases were selected and treated 
by giving quinine intravenously and the results 
were so satisfactory that this treatment was 
gradually broadened to meet all classes, until at 
the present time it is used to the exclusion of all 
other methods in beginning the treatment of 
malaria in all of its forms. The administration 
of quinine intravenously is not a new method, 
but from what information I can gather it is 
not generally used, but advised only as a matter 
of last resort. Dr. Bass condemns this method 
as being “dangerous and spectacular” and says 
that it well deserves the criticism usually given 
to this method. 

The total absence of danger by the intraven- 
ous method is the point I wish to emphasize. For 
five years I have practiced this method daily and 
have yet to see an unpleasant result from a single 
dose. At times this method is life-saving, espe- 
cially is this true in the cerebral, hemorrhagic 
and quinine-resistant types of malaria to quinine 
administered orally. 

For the treatment of the acute forms of ma- 
laria six daily doses of quinine intravenously 
followed by oral administration of quinine for 
fifteen days will place these people in fine shape 
and they can continue their duties without any 
loss of time. The following case histories will 
give a better idea of the splendid results obtained 
by this method : 

Case No. 1. 


History showed she had been a sufferer from 


Colored woman. Age, 70. 


malaria for years. Present history showed she 


had been having chills for three months and had 


been treated by her doctor in the usual way. 
During this time she grew thin, and was very 
weak with no improvement. Resorted to chill 
tonics and other supportive methods with no 
results. At the time this patient was seen tem- 
perature was 104, pulse 140, respiration 36, 
unconscious, rolling from one side of bed to the 
other with involuntary movement of bowels and 
kidneys and was kept on bed with difficulty. One 
intravenous injection of quinine was given. In 
ten minutes nervous symptoms were better and 
patient was resting better. In 30 minutes an- 
other dose was given. From this dose patient 
showed some nervousness for a few minutes, 
gradually quieted down, and in one hour pulse 
had dropped from 140 to 100, temperature to 
101, and respiration had dropped to 20. In three 
hours involuntary movement of bowels and kid- 
nevs had stopped and in 10 hours from admin- 
istration of first dose patient was rational and 
ate a light breakfast. 

This patient did not receive another dose of 
quinine in any form in 10 days, then she was put 
on quinine orally and made a rapid recovery. 
This was done to show the effect of quinine intra- 
venously over the oral method. 

Case No. 2. White girl. Age, 14. 

Arose in the morning, dressed for school, ate 
breakfast but complained of feeling badly. Went 
into her room and later was found, about 9 a. m.. 
with temperature of 100; at 3 p. m., temperature 
was 104. Patient was unconscious in a few 
minutes, jaws locked, body rigid with a tendency 
to oposthotonos position. At 3:30 p,m., one dose 
of quinine was given intravenously; in three 
hours, another dose was given. After this dose, 
pat‘ent showed some signs of improvement by a 
falling temperature, loss of rigidity of body and 
neck muscles. The following morning, mind was 
clear and a third dose was given. Patient made 
uneventful recovery. 

Case No. 3. White man. Age, 20. 

Had worked all day. Complained of feeling 
badly but continued to work until about 5 o'clock. 
Was seen at 6 p. m., with temperature of 10°. 
Urine was pinkish in color, normal in amount 
and no jaundice. 

No quinine was available at this time, so pa- 
tient was allowed to go until the following 
morning and when seen urine was bloody, entire 
body was jaundiced, including the palms of 
hands and soles oi feet. Vomiting, rapid pulse; 
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temperature 103 F. with profound prostration. 
Quinine was administered intravenously every 
six hours for five doses and in 48 hours urine 
was clear and patient made rapid recovery. 
Cases Nos. 4, 5, 6. Males. Age, 25, 35, 40. 
All of the hemorrhagic type but seen aiter the 
first 24 hours ; were treated in same manner ; had 
uneventful recoveries but the results were not so 
marked, due to the fact that the quinine was not 
given soon enough. 
Case No. 7. 
Was seen in consultation on the third day of 


White married man. Age, 36. 


the disease, was treated by quinine intravenously 
and for 24 hours after treatment was begun, pa- 
tient seemed to improve, but later | was told he 
died from suppression of urine. 

Case No. 8. White girl. Age. 1s. 

Was seen about 10 p.m. High temperature, 
rapid pulse, nausea and vomiting. Urine voided 
at this time was of a pinkish color. Fifteen 
grains of quinine was given intravenously and 
when seen on the following morning the urine 
was normal in coler, vomiting had ceased but 
temperature was 103. Another dose was given 
and the following morning a third dose was 
given. Urine did not show any more blood and 
patient made uneventful recovery. This case 
shows clearly that if these patients can be seen 
in the first ten hours and with this method of 
treatment the disease can be prevented as well 
as cured. 

During the vears of 1916, 1917 and 1918, the 
administration of quinine intravenously to ma- 
larial patients was gradually broadened, but it 
was in the spring of 1920 that this method was 
used so much. During this period it was admin- 
istered to all classes of patients suffering from 
malaria and during this vear 2.828 doses were 
given. Out of this number there was not a bad 
result. 

The youngest patient was 8 years old and the 
oldest was 70. Children bear quinine given 
intravenously, in proportion to age, weight and 
height, better than adults. 

The quinine-resistant type of malaria to qui- 
nine given orally usually go the rounds of all 
the doctors and to this class the intravenous use 
of quinine will clear them up after giving as 
much as eight doses. In treating these patients 
no drugs were used during the administration 
of quinine intravenously, so the improvement 


cannot be construed to the use of any other drug. 

Case No. 9. 

Had chills in 1918. In 1919 moved into 
screened house. In April, 1919, began to have 
chills. Was under the care of three different 
men for different times. The last man put him 
on a 60-day treatment of quinine and on the 


White man, married. Age, 36. 


third day after discontinuing this treatment he 
had a chill, but continued to take quinine himself, 
taking it daily, together with different brands of 
chill tonic. 

This man was seen in March, 1920, and after 
taking the history and making the physical ex- 
amination I failed to find anything that could be 
producing the chills unless it was malaria. He 
was a very large man and usually carried a large 
amount of flesh and the best we could decide was 
a loss of about 50 pounds: was weak and unable 
to do any work. He claimed that he had not 
allowed any mosquitoes to bite him since he had 
moved into the screened home, 1919. He com- 
plained of pains in almost all parts of his body, 
also an intense headache and backache. He was 
given daily doses of quinine intravenously for 
six days. In thirty minutes after first dose all 
his pains were gone and he said he felt much 
better. These pains did not recur, his appetite 
was improved and he immediately began to gain 
weight and strength and at the end of six days 
he began farm work again. He was advised to 
take quinine daily. In seven days after he was 
given last dose, he had another chill and again 
five daily doses were given. This man was seen 
a few months ago and he was well and had not 
had any more chills. 

The preparation of quinine employed was the 
dihydrochloride, ranging in doses from 3 to 
15 grains. 

The site of injection usually is the median 
basillic vein. Symptoms in rotation from mo- 
ment of beginning the administration are: a dry- 
ness of throat and larynx and a bitter taste in the 
mouth with flushing of face and reddening of 
the conjunctival mucous membrane, followed 
by tingling sensation of feet and hands and 
increase in pulse rate. Patient is allowed to re- 
tain the recumbent position for ten minutes, then 
he is gradually allowed to assume the sitting 
posture and allowed to go. 

The guide to the administration of this drug 
is the pulse rate. From the moment of the be- 
ginning of the drug the finger should be placed 
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on the pulse and with this as a guide you can 
give vour drug as fast or as slowly as the pulse is 
accelerated or does not show any increase in 
its beats. 

Some patients show a decided idiosyncrasy to 
this drug given in any form and of course this 
must be looked into before giving quinine in any 
form. ; 

Malaria is an economic problem among 
ourselves and I feel that we must adopt some 
method of treatment that will give a quicker and 
more lasting result than the methods now used 
in treating acute cases and eliminating the car- 
rier. I hope what I have said is sufficient evi- 
dence to relieve the mind of any one who thinks 
it is dangerous to administer quinine intraven- 


ously. 





REPORT OF AN UNUSUAL MASTOID 
CASE WITH A-FATAL TERMINA- 
TION* 

J. Roperr Simpson, M.D., 

Miami. 

This has been a very interesting case to me, 
and I hope you will be interested. It aroused 
my interest because | have not been able to make 
a diagnosis, and if vou will be kind enough to 
help me make a diagnosis | shall be very much 

pleased. 

J. G., white male, aged 9. Patient first seen 
January 26th, complaining of pain in the left 
ear which grew worse at night, causing rest- 
lessness and inability to sleep. He gave a his- 
tory of discharge since the age of four, which 
would clear up each summer, to break down 
again during the winter months. The present 
attack had lasted four weeks, during which time 
he had been under the care of some physician, 
but an operation had not been advised. 

Examination showed extreme tenderness over 
the mastoid, and especially over the tip, with 
quite a profuse and foul discharge from the ex- 
ternal auditory canal. I made a diagnosis of a 
subacute or chronic mastoid with an acute ex- 
acerbation, and advised an immedate operation. 
Patient entered the hospital next morning, tem- 
perature 99, pulse 100, respiration 20. 1 oper- 
ated on the morning of January 27th. During 
the operation I noticed and remarked to my 


*Read before the Dade County Medical Society, April 
3, P¥27. 


assistant that [ did not find as much pathology 
as I expected. The cells showed very little or 
no pus, but the jining membrane was congested. 
We got necrotic material near the antrum and 
posterior wall of the canal. I did not remove 
the cortex as far back as was at one time cus- 
tomary, as the cells in that region showed less 
congestion, but I did remove all the cells down 
to the inner plate in the anterior part of the 
mastoid region. 
POST-OPERATIVE. 

Pain immediately cleared up, temperature 
dropped to normal, patient left the hospital in 
one week; on departure, temperature was 98.3, 
pulse 80, respiration 18. He was dressed daily 
for a while, then every other day. Patient was 
happy and contented and had no complaint what- 
soever except the usual pain of dressing. 

On February 19th, 24 days after operation, 
the patient complained of dizziness and pain on 
the right side in the mastoid region, especially 
down toward the tip. At this time, he brought 
a note from his mother saying he had complained 
of dizziness the day before and did not rest well 
that night. Examination showed temperature 
101, pulse 150, some tenderness over the right 
mastoid, especially near the tip. The patient was 
ordered to bed and | advised the parents to call 
me if the symptoms grew worse or continued as 
bad as they were at that time. This they did not 
do. February 21st, two days later, patient seen, 
complained of diplopia, dizziness, and pain in his 
head, described it as though it wanted to part. 
Examination showed inability of patient to keep 
his eves fixed on any object, some tenderness 
over the right mastoid ; patient was so extremely 
dizzy he could not sit up in bed. The eve 
grounds did not show anything definite. I 
thought the eye grounds looked a little con- 
gested. This might have been improper light- 
ing as I could not get proper illumination in the 
home, and I did not see the field very clearly. 

Patient was ordered to the hospital where an 
X-ray study of the head and a blood culture 
were requested. On the morning of the 22nd 
Dr. Chandler saw the patient in consultation with 
me. Examination showed patient still complain- 
ing of dizziness, but he did not complain of pain. 
At this time he had developed a facial paralysis 
on the left side; he also had an irritation of the 
sixth nerve on the left side. Temperature 102, 
pulse 160, respiration 30. 
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LABORATORY REPORT. 

White blood count, 15,000. A differential was 
not made. 

X-RAY REPORT. 

Stereoscopic of the skull. The skull as a whole 
presents average normal bony contour. Normal 
skull thickness. Average normal skull density 
for a child of approximately ten years. The 
sella turcica is within the normal anatomical 
variation. Sphenoidal sinus pneumatic, clear, 
distinct and negative. The frontal ethmoids and 
antrums are clear and distinct, pneumatic and 
negative. Right mastoid—projection of nega- 
tive shows pneumatic cells, mixed type around 
the antrums, and extending down along the knee 
of the sinus. The trabeculae and cell walls are 
well defined and stand out clearly. External 
auditory canal is well visualized. No evidence 
of pathology of the right mastoid cells at the 
present time. The internal and external tables 
of the skull are intact and show no evidence of 
fracture or pathology. No direct or indirect evi- 
dence of brain tumor observed. The sutures 
show no evidence of separation and venous 
canals and venous channels are not unusually 
widened or deepened as you would find in intra- 
cranial pressure. No definite evidence of intra- 
cranial pressure observed. 

Stereoscopic of the left aspect of the skull 
shows postoperative mastoid with incomplete 
removal of the cells. The cells around the an- 
trum and anterior to the knee of the sinus show 
partial occlusion with haziness suggestive of 
bone absorption. The cells in the region of 
the body of the mastoid have been thoroughly 
removed, but the cells around the antrum on the 
posterior wall of the antrum have not been com- 
pletely removed. Diagnosis: postoperative mas- 
toid—incomplete removal of cells. 

Dictated by Dr. Fitzsimmons. 

After consultation we decided to open the left 
ear drum, though it was discharging some. As 
the symptoms were somewhat confusing, we de- 
cided to wait 24 hours and watch developments. 
Tuesday afternoon we received a telephone mes- 
sage from the hospital that the patient’s tem- 
perature had gone up to 109. This I think a 
mistake as the chart only showed 10414. Dr. 
Chandler and I went to the hospital as hurriedly 
as possible with the intention of opening up the 
old wound to see what we could find. On ar- 


riving we found the patient semiconscious. We 
rushed him to the operating room and proceeded 
to remove the cortex and some few cells that 
had been left from the previous operation. We 
exposed the dura, also exposed the lateral sinus. 
Having done this and finding no pus we were 
at a loss to know what was causing the alarming 
symptoms, and we decided to put the patient 
back in bed and wait a while. Patient. had only 
been in bed about ten minutes when he quietly 
expired. 
AUTOPSY REPORT. 

Brain: Brain was uncovered at site of opera- 
tion. No clot in lateral sinus. Middle ear 
opened, showed no pus. Meninges at operative 
site appeared normal. No abscess formation in 
brain tissue at site of operation. Skull cap was 
then sawed and brain removed and examined. 
Dura free. Pial vessels moderately congested, 
no exudate. Section of brain tissues shows no 
focal lesions, no abscesses, no massive hemor- 
rhage. Small amount of clotted blood at base, 
probably from autopsy. Abdomen: Peritoneum 
smooth, intestinal tract and stomach normal. 
Spleen small, firm. Kidneys show slight cloudy 
swelling of cortex only. Lungs free and soft. 
Heart grossly normal throughout. Thymus 
somewhat larger than average for age. Smears 
from fluid in lateral ventricles show no excess of 
pus cells and no pathogenic bacteria. Culture 
from spleen made through seared surface grew 
staphylococcus aureus. 

Dr. W. P. Stowe. 


What caused death ? 


Notre.—In the discussion of this paper it was 
brought out that the most probable complication 
might have been that of a labarynthitis. After 
Dr. Simpson had closed the discussion and dur- 
ing his remarks had added the statement of the 
patient's mother to the effect that the boy had 
stated on the day previous to the development 
of his second admission to the hospital, that he 
had received a blow on the side of the head while 
playing, Dr. Kirsch immediately suggested that 
in all probability a fracture of the temporal bone 
might have been overlooked in the X-ray exam- 
ination. The entire paper brought out consid- 
erable discussion, most of it being directed to 
the advisability of éarly parecentesis in middle 


ear infections as opposed to the policy of delay. 
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SOUTHERN MEDICAL ASSOCIATION 

The Southern Medical Association will meet 
in Memphis, Tennessee, November 14-17th. A 
scientific program of unusual interest in all sec- 
tions has been prepared and a record-breaking 
attendance is expected. The committee on local 
arrangements in Memphis has promised a most 
enjoyable program of entertainment. embers 
of the Florida Medical Association will no doubt 
attend this meeting in large numbers. The 
growth of the Southern Medical Association in 
the past few years has been phenominal an¢ 
without doubt, this .\ssociation’s program 1s 


second to none of the general association meet- 


ings. 
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EDITORIAL 


CERTIFICATES OF REGISTRATION 

Applications for Certificates of Registration 
are not being received by the State Board of 
It is 
156 


Health in as large numbers as is desired. 
estimated that 2,000 doctors of medicine, 
naturo- 


» 


osteopaths, 157 chiropractors and 93 
paths will expect to register and secure their 
official Certificates of Registration as provided 
As this 


publication goes to press, 493 applications, prop- 


for in Chapter 12005, Laws of 1927. 


erly completed, have been received from doctors 
of medicine, 41 from osteopaths, 22 from chiro- 
practors and 24 from naturopaths. It is be- 
lieved that a total of 2,406 will expect to regis- 
ter. It would appear that a total of 580 is not a 
very good representation of what should be ex- 
pected at this time. It is hoped that those who 
wish to receive Certificates of Registration by 
the first of January will forward their applica- 
tions immediately. 

The new registration law which has been 
sponsored by the Florida Medical Association 
and the State Board of Medical Examiners was 
passed in order to protect the practice of the 
healing arts in the state of Florida. The full 
cooperation of all concerned is, therefore, ex- 
pected as it is to the advantage of every properly 
licensed practitioner to secure his Certificate of 
Registration by January first and thus be in a 
position to exhibit his authority for claiming to 
be a licensed practitioner. 

\ number of doctors have made inquiry as 
to whether or not they are required to register 
in event they are licensed but not practicing in 
the state of Florida. An opinion on this point 
has been secured from the Attorney General 
which reads in part as follows: 

“The purpose of this registration seems to be 
mainly to preserve information as to the where- 
abouts of the physicians licensed to practice 
rather than a registration of those physicians 
actually engaged in practice. The statute says 
that all those licensed to practice who at the 


time the statute was enacted were lawfully en- 


— 


Fave you recetved your 
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gaged in the practice of medicine should reg- 
ister annually as required in the Act. If a per- 
son applies for a license to practice medicine 
and engages in some other occupation he would 
probably be exempt from registration under the 
Act by notifying the jury to that effect.” 

It has now been a month since application 
blanks were mailed. If you have not already 
done so, you should send in your application at 
once in order to prevent congestion at the cen- 
Beginning the first of January, Cer- 
mailed out in 


tral office. 
tificates of Registration will be 
the order in which the completed applications 
were received. 


THE AMERICAN BOARD OF OTO- 
LARYNGOLOGY 

In 1924 the American Otological Society, the 
American Laryngological Association, the Amer- 
ican Laryngological, Rhinological and Otological 
Society, the American Academy of Ophthal- 
mology and Otolaryngology, and the Section on 
Laryngology, Otology and Khinology of the 
American Medical Association, each appointed 
two members, making a total of ten members, 
to constitute the first American Board of Oto- 
larvngology. ecause of the character and 
standing of its members, no one questions the 
authority of the Board. In spite of this fact, 
the last bulletin published, shows a conspicuously 
small number of certificates issued in Florida. 
The time has come when all otolarvngologists 
should be certified by this Board. 

Few have not been told of its existence and 
some haven't been reminded of its meetings, be- 
cause they were frequently held at distant places. 
The next meeting will take place Monday, Nov. 
14th, in Memphis, during the meeting of the 
Southern Medical Association. 

Members of the Florida Medical Association 
specializing in otolaryngology, should make 
their applications promptly in order to be cer- 


tificated at this meeting. 


1927 Membership Card? 


If not, write for it. Box 81, Facksonville, Florida 
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STATE NEWS ITEMS 
Dr. A. H. Freeman of Ocala, spent his vaca- 
tion in the mountains of North Carolina, going 
to St. Louis, where he spent two weeks attend- 


ing clinics. 


Dr. A. J. Balkins, formerly of Orlando, has 
recently moved to Washington, D. C., where he 
is connected with the Washington Sanitarium at 
Takoma Park. 


The Escambia County Medical Society held 
its regular monthly meeting at the State Board 
of Health Laboratory, Pensacola, Tuesday, Oc- 


tober 11th. 


The regular monthly meeting of the Sarasota 
County Medical Society was held October 11th. 
Dr. Joseph Halton gave an interesting talk on 
his recent trip abroad. Dr. C. B. Slocumb of 
Sarasota read a paper on“ Malaria in Childhood.” 


A Medical Arts building has recently been 


opened in St. Petersburg. 


Dr. P. A. Brinson, who for the past twenty 
years has been practicing at Havana, has recent- 
ly located at Baldwin, where he will be associ- 
ated with his brother, Dr. W. D. Brinson, in 


practice. 


Dr. J. R. Chandler of Daytona Beach has re- 
cently returned from a three-weeks’ vacation in 


the north. 


Dr. and Mrs. J. Hugh Fellows of Pensacola 
recently returned from a motor trip to Wash- 
ington, Baltimore and New York. In New York 
Dr. Fellows spent some time doing special work 


in pediatrics at the Children’s Hospital. 


The new City Hospital at Tarpon Springs is 
now in full operation, Dr. FE. W. Burnette serv- 


ing as chief of staff. 


Dr. W. C. Payne of Pensacola was recently 
elected a Fellow in the American College of Sur- 


eons. 


Additional X-ray equipment is being added to 
the Mound Park Hospital, St. Petersburg. 
(Continued on page 250) 
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ican he usedin — 
Y cases ot Nutetional 
\) Disturbance in 


the Breast fed 
Lrtant. 


G) 


Protoncine the duration of breast feeding in 

infancy is ‘‘a consummation devoutly to be wished.” 
1 Many minor nutritional disturbances in breast-fed 
infants are often too willingly accepted by the mother 
as an excuse for the frequently heard remark, ‘‘My 
milk doesn’t seem to agree with the baby.” 


LIAO gs 


Upon the appearance of loose, greenish stools in the breast 
fed, Mead’s Casec will usually be found helpful in correcting 
the condition. In such cases it has been found by physicians 
that an ounce of the proper mixture of Casec and water, 
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disturbance in a short time. 
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Dr. J. L. Kirby-Smith of Jacksonville re- 
cently returned from Boston, Massachusetts, 
where he attended the annual meeting of the 
American Society of Tropical Medicine at Har- 
vard University. Dr. Kirby-Smith read a paper, 
on invitation, on “Creeping Eruption.” 


Dr. M. M. Harriscn of Palmetto recently met 
with a motor accident but incurred only minor 


injuries. 


The Pinellas County Medical Society recently 
elected the following officers: President, Hl. L. 
Putnam ; vice-president, H. W. Wade, St. Peters- 
burg; second vice-president, H. I. Winchester, 
Dunedin; secretary, O. O. Feaster: treasurer, 
W. G. Post, and censor, C. A. Williams, St. 
Petersburg. The president appointed the fol- 
lowing standing committees : Scientific Commit- 
tee: R. H. Knowlton, T. B. Echard, R. k. 
O’Brien, St. Petersburg, and H. O. Brown, 
Clearwater. Publicity and Welfare: F. S. Jen- 
nings, G. M. Lochner, St. Petersburg, and M. 
A. Nickle, Clearwater. Public Policy and Leg- 
islation: L,, A. Wylie, A. J. Wood, St. Peters- 
burg, and L. B. Dickerson, Clearwater. This 
society is now enjoying the fifteenth vear of its 
organization. Dr. ©. O. Feaster has served as 


its able secretary for eight consecutive vears. 


Dr. J. H. Bickerstaff of Pensacola who has 
spent several months in Vienna doing post-grad- 
uate work, is expected home this month. 


Dr. B. B. Sory has located permanently in 
Lake Worth. 

Dr. G. H. Edwards of Orlando recently un- 
derwent an operation for the removal of his 
tonsils at the Orange General Hospital. 


The many friends of Dr. Louie Limbaugh, 
president of the Duval County Medical Society, 
Jacksonville, will learn with deep regret of the 
loss of his father, Mr. R. W. Limbaugh, who 
died October 27th in Jacksonville. 


Dr. J. D. Raborn of St. Petersburg, a member 
of the State Board of Medical Examiners, is 
moving his office to Panama City. 

(Continued on page 252) 
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Established 1925 


910 East Michigan Avenue TAMPA, FLORIDA 
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service day and night. | 
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Dr. and Mrs. M. E. Quina of Pensacola re- 
turned recently from a trip to the north. Dr. 
Quina attended the meeting of the American 
Academy of Ophthalmology and Otolarvngology 


held in Detroit. <— e * 


Fifty-seven physicians qualified to practice 


medicine in Florida by passing the semi-annual 
examination of the State Board of Medical 
Examiners held in Tampa, June 13th and 14th, 
Dr. W. M. Rowlett reported recently. Sixty-five 
applicants for licenses from eight states took the 
examination. The number of failures, eight, 
was unusually small, Dr. Rowlett stated. The 
names and addresses of successful applicants 
are: Theodore M. Trousdale, Richlands, Va. ; 
Jose A. Dominguez, Tampa; E. R. Harris, 
Lithia; kK. C. Thomas, Miami; Edward Julian 
Sunday, Pensacola; William H. Butler, Atlanta ; 
Thomas W. Rush, Cincinnati; Parke G. Smith, 
Cincinnati; Charles E. Creel, Clopton, Ala.; A. 
R. Haisfield, Pensacola; H. W. Brann, Chicago; 
F. E. Daves, Chattahoochee; John Harlan 
Owens, Ashland, Ala.; William Brewer, Ever- 
glades:; Warren A. Harrison, Fort Myers: 
Julius Doar Johnson, Miami; Randall O'Rourke, 
Miami; Kenneth Phillips, Miami; John A. 
Phipps, Miami; Thomas A. Snow, Birmingham ; 
T. Allen Jones, Sanford; H. C. Myers, Phil- 
ippi, W. Va.; John Henry Mitchell, Jackson- 
ville: Annette Mebane Bieker, St. Petersburg: 
J. Rufus Johnson, Pensacola; D. G. Humphreys, 
Fernandina ; Alfonson I*, Massaro, West Tampa : 
Alfred Theodore Eide, Haines City; Alvord L. 
Stone, Maitland: De Vilo ©. Todd, Trafford, 
Pa.; Harry C. Evans, Tampa: W. Bb. Clark, 
Blountstown ; Olen 3. Hazen, Brooker: J. Arch 
Avary, Atlanta: W. L. Pomeroy, Atlanta; J. 
William Jones, Atlanta: J. \V. Avera, Gaines- 
ville; Claude Anderson, Orlando; Charles W. 
Peace, Tampa; O. D. Lennard, Fort Pierce: W. 
bh. Brigman, DeLeon Springs: G. H. Starke, 
Hawthorne; L. C. Starke, Hawthorne: \V. M. 
Jared, West Palm Beach; Nixon D. Brvant. 
Jacksonville; M. C. Wilensky, Jacksonville: W. 
S. Nichols, Lake City; P. J. Glass, Miami; H.C. 
Kluever, New Orleans; R. EF. Summit, Orlando; 
Gordon H. Ira, Jacksonville; Hubert HH. Blaneh- 
ard, Harlem, Ga.; F. E. Kitchens, Coral Gables : 
John Pitt Tomlinson, Jr., Lake Wales; Waldo 
Horton, Winter Haven; Lydia Allen DeVilbiss, 
Miami Beach. 


(Continued on page 254) 
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posit of the germicidal 
agent in the desired 
field. 


It does not burn, irri- 
tate or injure tissue in 
any way. 





Hynson, Westcott & Dunning 
BALTIMORE, MD. 














Brook Haven Manor 


| (Dr. Owensby’s Sanatorium) 


| Convalescent, Tired, or Rundown Peo- 
ple and those Medical Cases which pre- 
| sent prominent Nervous Elements find 
| BROOK HAVEN MANOR a HAVEN 
OF HEALTH. 
BROOK HAVEN MANOR stands for 
all that is best in the Care and Treat- 
ment of these patients and the correc- 
tion of Maladjustments, Faulty Habits 
| of Thinking, Personality and Behavior- 
istic Disorders. The atmosphere of a 
large country home is studiously main- 
tained. 
BROOK HAVEN MANOR is an ideal 


place to get well 
Address 
BROOK HAVEN MANOR 


Peachtree Road, or 1210 Medical Arts 
Building, Atlanta, Ga. 


Objectionable Patients are neither 
| solicited nor received. 
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DIRWE 


ACTIVATED by the ULTRA 
VIOLET RAYS 


cA Distinct Advance in Modern Rickets Therapy 


LOSELY following the discoveries of Hess (Hess, 
A. F., and Weinstock, M., Proc. Am. Ped. Soc. 
June 7, 1924) and Steenbock (Steenbock, H., and 
Black, A., Jour. Biol. Chem., 61: 405, 1924) that 

many food products are improved in dietetic and therapeutic 

properties by exposure to the ultra violet ray, the Dry Milk Com- 
pany took steps to put into practical effect the results demonstrated 
in the laboratory. 


Two years of experimentation in collaboration with leaders in 
the medical profession have resulted in the perfection and adapta- 
tion of methods for irradiating DRYCO in a manner which 
guarantees to the doctor a distinctly convenient prophylactic and 
therapeutic M/LK for the suppression of infantile rickets. 


DRYCO ACTIVATED embodies the usual high qualities of 
merit possessed by DRYCO, with which pediatrists and Physicians 
throughout the world have long been familiar, plus a greater 
prophylactic and therapeutic specificity for combating rickets than 
has heretofore been available in any natural milk food. 


DRYCO ACTIVATED can now be obtained 
at all drug stores. There is neither change in 
label nor increase in price. Booklet “Dryco 








sk Activated Antirachitically by the Ultra Violet qr 
y Ray” will gladly be mailed to the Physician 
upon request. ; 


DRY MILK COMPANY 


15 PARK ROW :: NEW YORK CITY 
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At the October 13th meeting of the Leon- 
Gadsden -Liberty- Wakulla- Jefferson County 
Medical Society held at Chattahoochee, the fol- 
lowing officers were elected for 1928: President, 
H. FE. Palmer, Tallahassee ; vice-president, B. F. 
3arnes, Chattahoochee; secretary-treasurer, F. 
Clifton Moor, Tallahassee. Dr. H. E. Palmer 
was elected delegate to the state convention. The 
next meeting of the society will be held at Talla- 
hassee on the second Wednesday of January, 
1928. 

Dr. B. W. Lowry, Tampa, secretary of the 
Hillsboro County Medical Society, has returned 


irom a three months’ trip to Europe. 


Dr. L. A. Wylie of St. Petersburg was re- 
cently made a Fellow in the American College 


of Surgeons. 


Dr. and Mrs. E. J. Melville of St. Petersburg 
recently returned to their home after a three 
months’ vacation spent at St. Albans, Vermont. 

On October 21st, the Pinellas County Medical 
Society held its annual ladies’ night at the Shrine 
Club in St. Petersburg. Dr. H. L. Putnam, 
president of the society, was toastmaster, and 
Dr. R. H. Knowlton, chairman of the committee 
on arrangements. Dr. G. EF. Miller rendered a 
Short talks were made by Drs. 
A very enjoy- 


vocal selection. 
O’Brien, Feaster and Anderson. 
able dance concluded the evening’s entertain- 


ment. 


The regular meeting of the Suwannee River 
Medical Society was held at Lake City on Oc- 
tober 14th. Dr. W. M. Shaw of Jacksonville 
presented a paper on “Spontaneous Pneumo- 
thorax” and illustrated his remarks with lantern 
slides. Clinical cases were presented by Drs. 
Harkness, Bates and Dyer of Lake City. Dr. 
Ives, Lake City, discussed several cases of scar- 
let fever treated recently by him with vaccina- 
tion. Dr. L. M. Anderson of Lake City cele- 
brated his birthday on this occasion and the 
meeting was enlivened by the presentation of a 
birthday cake to Dr. Anderson by the members 
of the Society. Dr. Anderson is one of the pio- 
neers of the Florida Medical Association. 

(Continued on page 256) 








Trade- Trade- 


mark mark 
Regis- Regis- 
tered tered 


Binder and Abdominal Supporter 


(Patented) 


Trade- Trade 
mark mark 
Regis- Regis- 
tered tered 





For Men, Women and Children 


For Ptosis, Hernia, Pregnancy, Obesity, 

Relaxed Sacro-Iliac Articulations, Floating 

Kidney, High and Low Operations, ete. 
Ask for 36-page Illustrated Folder. 


Mail orders filled at Philadelphia only— 
within 24 hours. 


KATHERINE L. STORM, M. D. 


Originator, Patentee, Owner and Maker 
1701 DIAMOND ST. PHILADELPHIA 




















Vou can use it and. 
recommend it to 
your patients with 
absolute confidence. 














THE NONSPI COMPANY 
2652 WALNUT STREET 
KANSAS CITY, MISSOURI 


Send free NONSPI 


samples to: 


Name..... 


Street. . 








City 
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Ween you buy a 
Diathermy Machine 


EGARDLESS of. what combination of frequency and voltage 

you may prefer for the application of diathermy to a given 

part of the body, that combination is readily obtained when you 
use the Victor Vario-Frequency Diathermy Apparatus. 


In the design of this machine, Victor engineers took into con- 
sideration the fact that opinions vary as regards the therapeutic 
values of certain given frequencies and voltages, and so concluded 
that a machine with which the physician could select and con- 
veniently regulate these factors at will would give the widest 
field of usefulness. 


It has proved the ideal solution to the perplexing problem in 
many a physician’s mind. With the Victor Vario-Frequency out- 
fit these factors may be varied, selectively and independent of 
one another. 


Thus from the standpoint of control and selectivity, this Victor 
machine is a composite of every approved type of diathermy 
machine known up to the present. With it the physician has the 
means of reproducing the desired quality of current as advocated 
by any of the authorities in this field. 


The Victor trade-mark on this machine puts it in the same 


class as Victor X-Ray apparatus, recognized the world over as 
“the quality line.” 
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Showing path of diathermy current 
through lung tissue in pneumonia 
treatment. 
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Diathermy to Elbow 
For treatment of conditions such as 
synovitis, olecranon bursitis (miner’s 
elbow), periostitis, strains, sprains, 
contusions, trauma, adhesions, 
arthritis. 























Diathermy to Wrist 
For treatment of conditions such as 
synovitis, neuritis, strains, sprains, 
traumatic injuries, arthritis. 





Diathermy to Knee 

For treatment of conditions such as 
tenosynovitis, prepatellar bursitis 
(housemaid’s knee), phlebitis, con- 
tusions, traumatic conditions, ad- 


} hesions, arthritis, fibrotic joint and 


limitations of disuse. 


VICTOR X-RAY CORPORATION 


2012 Jackson Boulevard 


Chicago, Illinois 


ATLANTA—155 Forrest Avenue. N. E. 





XrRAY 
Diagnostic and Deep Therapy 
Apparatus. Also manufacturers 


of the Coolidge Tube 
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Bi Sinusoidal, Galvanic and 2 


Phototherapy Apparatus 





ro ADVERTISERS 





256 THE JOURNAL OF THE FLORIDA MEDICAL ASSOCIATION 


The Lake County Medical Society held its 
October meeting in the dining room of the Bil- 
tavern Hotel, Tavares, on October 6th. The 
meeting was well attended. 


Dr. S. C. Colley of Tavares has returned from 
a trip to New York City, where he spent much 


time attending clinics. 


The following resolutions were recently passed 
by the Dade County Medical Society : 

“The legacies most treasured by a country are 
the records of the faithful, honorable lives of her 
departed sons. ‘Ill fares that land fast hastening 
to decay, that contains few such chronicles.’ 

“Therefore it is fitting that in this busy day 
we should stop for a moment in honor and re- 
spect to the memory of a departed member and 
fellow practitioner, an early pioneer and one of 
the first members of the Dade County Medical 
Society. 

“The subject of this sketch, Dr. W. S. Gram- 
ling, a resident of Miami for twenty-seven years, 
was called hence on September 8th, 1927, at 

sattle Creek, Michigan, where he had gone in 
search of health, at the early age of fifty-five 
years. It is not for us to question the reason, as 
an all-wise Providence has seen fit to remove our 
brother, but we shall miss his face and cheerful 
manner. 

“Dr. Gramling was born in Greenville, Ala- 
bama, and was graduated from the University 
of Alabama, Medical Department, coming to 
Miami in 1900, where he was actively engaged 
in practice up until one vear before his death, 
when, his health beginning to fail, he spent 
most of his time at Craig Healing Springs in 
Virginia, where he was very much interested. 

“For several years he served the State and his 
profession as a member of the Florida Board of 
Medical Examiners. 

“During the World War, he was stationed at 
Camp Gordon, Atlanta, Georgia, where he 
served as a surgeon in the United States Army. 

“We miss him. To his widow and son we ex- 


tend the sympathy of our County Medical So- 


ciety. 
D. W. Harris, 
Roy J. Ho_mes, 
G. Raap, 
Committee.” 


(Continued on page 258) 

















Brawner’s Sanitarium 


ATLANTA, GEORGIA 


A modern neuropsychiatric hospital with special lab- 
oratory facilities for the study and treatment of early 
cases. Also a department for the treatment of drug 
and alcoholic addictions. 

The Sanitarium is located on the Marietta Electric 
Car Line, ten miles from the center of Atlanta, near 
Smyrna, Ga. The grounds comprise 80 acres. The 
buildings are steam heated, electrically lighted, and 
many rooms have private baths. 


Address communications to Brawner’s Sanitarium, 
Smyrna, Ga., or to the city office, 79 Forrest Ave., 
Atlanta, Ga. 

DR. JAS. N. BRAWNER, Medical Director. 

DR. ALBERT F. BRAWNER, Resident Physician. 




















Open All the Year win Pluto Spring 
Flowing All the Time 
French Lick, Indiana 











French ne 
Lick 4 


Springs 
Hotel 
Co. 


No Sanatorium 


i 
si 
SLX HUNDRED AND FIFTY ROOMS 

(ALL OUTSIDE) IN OUR HOTEL | 

A place where your patients can find attractive sur- 
roundings with adequate medical service and super- 
vision. 

Logan Clendening, in his recent classic, ‘‘Modern 
Methods of Treatment,” says, “The benefits to be de- 
rived from a Cure at a Mineral Springs depend, almost 
entirely, upon the efficiency of the medical organiza- 
tion thereat.” This principle has always been and still 
is the one which has so largely contributed to the de- 
served fame of the French Lick Springs Hotel at 
French Lick, Indiana. 

When your patients are tired of home or hospital 
send them to French Lick for final recuperation. 

Write ‘or Booklet 
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Situations Wanted 


Salaried Appointments for Ciass A physicians in all branches of the Med- 
ical Profession. Let us put you in touch with the best man for your opening. 
Our nation-wide connections enable us to give superior service. Aznoe’s 
National Physicians’ Exchange, 30 North Michigan, Chicago. Established 
1896. Member The Chicago Association of Commerce. 
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In Gastric Ulcer 


Hare and others have drawn attention to 
the persistent presence of an excess of 
hydrochloric acid both as to percentage 
strength and quantity. 


Kalak Water helps to combat such hyper- 
acidity. It is unusually well borne and prefer- 
able to single alkalies because less apt to set 
up an alkalosis. 


KALAK WATER CO., 6 Church St., New York City 


ee ee 


AMBULANCE DIRECTORY 


CAREY HAND | MARCUS CONANT COMPANY 
| 








. 











32-36 Pine Street, A. W. RUUS, President 


ORLANDO, FLORIDA JACKSONVILLE, FLORIDA 
Telephone 4381 Telephones: 5-0010 and 5-0011 


B. MARION REED MOULTON & KYLE 


13 West Union Street 


Tampa and Tyler Streets, 
TAMPA, FLORIDA JACKSONVILLE, FLORIDA 


Telephone 4747 Telephone 5-0186 
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Drs. Herman H. Harris and William W. Kirk 
of Jacksonville have recently moved their offices 
into the new Greenleaf and Crosby building on 
the corner ‘of Laura and Adams Streets. Jack- 
sonville. 

Plans for establishing a medical clinic at Vero 
Beach have been started by the Chamber of 


Commerce, \ero Beach. 


Dr. kar! C. MaeCordy has removed lis office 
to the Medical Arts Building, ith Avenue at 
Lith Street North, St. Petersburg. 





STATEMENT OF THE OWNERSHIP, MANAGEMENT, CIR- 
CULATION, ETC., REQUIRED BY THE ACT OF 
CONGRESS OF AUGUST 24, 1912. 

Of THE JOURNAL OF THE FLORIDA MEDICAL ASSOCIA- 
TION, INC., published Monthly at Jacksonville, Florida, for 
October 1, 1927. : 
STATE OF FLORIDA, / 
COUNTY OF DUVAL, | 

Before me, a Notary Public in and for the State and county 
aforesaid, personally appeared Shaler Richardson, M.D., who, 
having been duly sworn according to law, deposes and says that 
he is the Editor of the JOURNAL OF THE FLORIDA MED- 
ICAL ASSOCIATION, INC., and that the following is, to the best 
of his knowledge and belief, a true statement of the ownership, 
management (and if a daily paper, the circulation), ete., of the 
aforesaid publication for the date shown in the above caption, 
required by the Act of August 24, 1912, embodied in section 443, 
Postal Laws and Regulations, printed on the reverse of this 
form, to-wit: 

1. That the names and addresses of the publisher, editor, 
managing editor, and business managers are: 

Name of Publisher, Florida Medical Association, Inc. Post 
office address, Box 81, Jacksonville, Fla. 

Editor, Shaler Richardson, M.D. Post office address, Box 81, 
Jacksonville, Fla. 

Managing Editor, none. 

Business Manager, Stewart G. Thompson, D.P.H. Post office 
address, Box 81, Jacksonville, Fla. 

2. That the owner is: (If the publication is owned by an 
individual his name and address, or if owned by more than one 
individual the name and address of each, should be given below ; 
if the publication is owned by a corporation the name of the 
corporation and the names and addresses of the stockholders 
owning or holding one per cent or more of the total amount of 
stock should be given.) 

Florida Medical Association, Inc., 
(A corporation not for profit.) 

3. That the known bondholders, mortgagees, and other 
security holders owning or holding 1 per cent or more of total 
amount of bonds, mortgages, or other securities are: (If there 
are none, so state.) 

4. That the two paragraphs next above, giving the names of 
the owners, stockholders, and security holders, if any, contain 
not only the list of stockholders and security holders as they 
appear upon the books of the company but also, in cases where 
the stockholder or security holder appears upon the books of the 
company as trustee or in any other fiduciary relation, the name 
of the person or corporation for whom such trustee is acting, is 
given; also that the said two paragraphs contain statements 
embracing affiant’s full knowledge and belief as to the circum- 
stances and conditions under which stockholders and security 
holders who do not appear upon the books of the company as 
trustees, hold stock and securities in a capacity other than that 
of a bona fide owner; and this affiant has no reazon to believe 
that any other person, association, or corporation has any inter- 
est direct or indirect in the said stock, bonds, or other securities 
than as so stated by him. 

5. That the average number of copies of each issue of this 
publication sold or distributed, through the mails or otherwise, 
to paid subscribers during the six months preceding the date 
shown above is__.___»_______ ___. (This information is required 
from daily publications only.) 


ss 


Box 81, Jacksonville, Fla. 


SHALER RICHARDSON, 
(Signature of editor, publisher, business manager, or owner.) 
Sworn to and subscribed before me this Ist day of October, 
1927. 
S. G. THOMPSON, 
Notary Public, State of Florida at Large. 
(My commission expires April 2, 1928.) 


(SEAL) 


Form 3526.—Ed. 1923. 

NOTE.—tThis statement must be made in duplicate and both 
copies delivered by the publisher to the postmaster, who shall 
send one copy to the Assistant Postmaster General (Division of 
Classification), Washington, D. C., and retain the other in the 
files of the post office. The publisher must publish a copy of this 
statement in the second issue printed next after its filing. 


THE GOLD MEDAL 
COD LIVER OIL 





The Sesquicentennial Gold Medal awarded at 
Philadelphia as a recognition of the 
high quality of 


PATCH’S 
FLAVORED 
COD LIVER OIL 


At the Sesquicentennial Exposition held in 
Philadelphia last year the E. L. Patch Co. was 
awarded the gold medal for “excellence of 
product.” 

This award is only one of the various forms of 
recognition which our product has received. 

The recognition given to our product by the 
medical profession, after five years of clinical 
experience, constantly reminds us of our great 
responsibilities. 

Here are a few reasons why Patch’s Flavored 
Cod Liver Oil is dependable. : 

It is made in our own plants along the North 
Atlantic Coast, from FRESH LIVERS. 

Every lot is biologically assayed. The vitamin 
potency is guaranteed. 

The dose is small—a half teaspoonful for 
children or a teaspoonful for adults three times 
a day. 

It is pleasantly flavored. Your patient will ap- 
preciate this feature. 

Let us send you a trial bottle of this “Gold 
Medal Cod Liver Oil.” 


Taste it! You'll be surprised! 


THE E. L. PATCH CO., 


BOSTON, MASS. 





The E. L. Patch Co., Stoneham 80, Boston, Mass. : 


Send me a sample of Patch’s Flavored Cod Liver Oil 
with descriptive literature. 


Nane_____.... ee ee 


St. and No.______ 


City and State___ 
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